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& New Ways to use CRAYOLA 


Crouyola 


Cover a heavy coat of light, bright Crayola with a 
coat of dark crayon or Artista Tempera. (Mix 
liquid soap with tempera to make it adhere.) Allow 
Tempera to dry. With various tools—orange stick, 
toothpick, penpoint, hairpin, razor blade—scratch 
design on dark top coat so that light Crayola colors 
reappear. 


A design with Crayola Crayon is drawn in bright, 
light colors on dull-surfaced wood or paper, such 
as paper toweling, plates, etc. then paint over 
with Artista Tempera or Water Colors, using a 
dark or contrasting color. Be sure to fill the pores 
of the paper with Crayola. Try sponging over 
Crayola with water before adding paint. 


Another approach to mixed media is the applica- 
tion of Crayola Crayon over Artista Tempera or 
Water Colors, using identical or contrasting colors. 
Pressure causes texture and color changes. Crisp 
edges are obtained by pressing near the end of the 
side of the crayon. 


Unusual painting qualities are obtained by heating 
unwrapped Crayola sticks or melting crayon scraps 
over low heat and applying the liquid with sticks, 
brushes or palette knives—or using cold crayon, 
then exposing the completed drawing to strong 
sunlight, a hot iron, or infra-red heater or lamp. 
For a luminous glow, polish with a soft cloth. 


BINNEY & SMITH INC. 


380 Madison Avenue, New York 17, N. Y. 
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OIL 


PAINTING 


KITS 
HAVE HELPED THOUSANDS TO HELP THEMSELVES 


The role played by PICTURE CRAFT Oil Painting 
Kits, in helping to rehabilitate mind, nerve and muscle 
has become well known to Occupational Therapists 
throughout our nation. 


@ Brushes are easy to hold and use. 
@ Paints are easy to open and close. 


@ Canvas is completely numbered for 
easy identification of tone and color 
matching. 


@ Every painting is a fine art produc- 
tion. 


@ Highest quality of canvas, paints and 
brushes are guaranteed by Picture 
Craft. 


@ ALL PIGMENTS ARE NON-TOXIC . . . HARMLESS. 


Now— 


TRADE MARK 


EASY TO PAINT SETS — GUARANTEED 


A 
BRAND 
NEW 


SERIES @ Mounted Artists Panels @ Snap-On Lid Plastic Containers 
@ Finest Quality Paints @ Non-Toxic Colors 
@ Companion Pictures @ Frames Available for Paintings 


Write today for NEW full color folder of complete line. Ask for prices. 


PICTURE CRAFT CO. 
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REXLACE HAS UNIQUE ADVANTAGES THAT MAKE IT FIRST CHOICE FOR 
BOTH SKILLED AND BEGINNER CRAFTSTRIP WORKERS — THESE INCLUDE: 


Easier to work — With correct pliability and give, lace forms easily — holds and 
hugs firmly — does not slip — hard pulling unnecessary — wide spacing on blanks 
eliminated — no breaking with bending — ends easily concealed — lies flat and 
straight — adheres firmly to Scotch Tape for easy starting. 


More durable and tough — made from wonderful tough vinyl resin (solid resin 
and not a coated braid), will wear almost indefinitely with no loss of finish, gloss, or 
color, even in direct sun. Will absolutely not chip or peel. Kinks, dents and blemishes 
from reworking or storage are quickly removed by dipping in hot water. 


Instantly cleaned — by a touch of soap and water, with no effect on the finish 
and gloss. 


Safe — non-flammable, non-toxic. 
Priced low — no higher than coated laces. 


CAPITALIZE ON THESE ADVANTAGES BY USING REXLACE PRODUCTS— 
A COMPLETE LINE OF SIZES, COLORS, FINDINGS & INSTRUCTIONS— 


also REXGLO —THE LACE THAT GLOWS IN THE DARK 
SEND FOR NEW CATALOG No. E-1 


rae REX conporarTion 

HAYWARD ROAD WEST ACTON, MASS. © 
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REHABILITATION: Walkinz Parallel Bars and 
Exercise Staircases of various designs; Posture 
Mirrors, single G triple; Gymnasium Mats in 
various thicknesses and coverings; Various types 
of Bicycle Exercisers; Restorator; Progressive Re- 
sistance Exercise Units; Quadriceps-Gastrocne- 
mius-Footdrop Boots; Dumbells; Indian Clubs; 
Wall Pulleys; Doorway Bars and Pulleys; Guthrie- 
Smith Suspension Apparatus; Stall Bars; Shoulder 
Wheels with height adjustment; Manuflex; Kana- 
= Table; Sayre’s Headslings; Treatment Tables; 
imers. 


HYDROTHERAPY -ELECTROTHERAPY: Whirlpools 
for every use; Hubbard Tanks; Paraffin Baths; 
Hydrocollator; Shortwave Diathermy; Galvanic- 
faradic-sinusoidal Generators; Hanovia Ultravio- 
let lamps; Heat Lamps and Bakers; Ultrasonic 
Generators. 


INVALID EQUIPMENT: Everest & Jennings 
Wheelchairs; Hollywood Wheelchairs; Commodes; 
Walkers; Patient Lifters; Standing (Tilt) Tables; 
Stretchers; Large selection of Crutches and Cane.. 


ALL your needs supplied 
by ONE reliable source 


CEREBRAL-PALSY FURNITURE: Relaxation 
Chairs; Runner Chairs; Cut-Out Tables; Stand-in 
Tables; Special Treatment Tables; Foot Placement 
Ladder; Standing Stabilizers; Straight Skis; 
Crawler; Kindegarten Tables and Chairs. 


SPEECH THERAPY: Audiometers; Tape Record- 
ers; Chromovox. 


SELFHELP DEVICES: Flatware for the handi- 
capped; Eating Bowls with grip-tite base; De- 
vices for one-armed knitting, embroidery, darn- 
ing; Holder for drinking glass; No-Hand Vise; 
Reachers; Telephone Holder; Bathtub Seat; Toilet 
Armrests Nylon Incontinent Panties; Elastic Shoe 
Laces; Automatic Page Turner; Prismatic Glasses; 
Automobile Controls. 


Send for your free copy of our illustrated Catalog 
No. 1056-0; or write for particulars on any items 
you are interested in. 


J. A. PRESTON CORP. 


‘175 FIFTH AVENUE, NEW YORK 10, N. Y. 


FOR PROGRESS: 


OSBORN LEATHER-CRAFT 


PROJECTS...Promote Recovery 
with Occupational Therapy 


Osborn Bros. offer a wide range 
of easily done, “ready-to-be-put- 
together” craft projects that keep 
patients’ minds occupied with 
hours of constructive activity, 
pleasure and recreation. Each 
project kit contains complete in- 
structions and material. You'll 


find our prices moderate, and well within reason for both individuals 
and institutions. We specialize in craft-project supplies and will 
submit estimates upon inquiry. 


NEW 72-PAGE “IDEA BOOK” e You'll find our new 


No. 21 catalog a wonderful source of ideas for your craft 


projects! It contains illustrations, diagrams, descriptions 
and specifications for a big variety of interesting and useful 


Li’) FOR PHYSICAL MEDICINE 
AND REHABILITATION 


articles from axe sheaths to totem poles, Gives suggestions as Ww 


materials, tools, techniques. We’ve made a sincere effort 
to include projects that would be suitable for occupational 
therapy departments in Veterans Administration and other 
hospitals, and we’re especially equipped to give these 
units prompt service. Send for your Free copy tcday. 


IV 


SUPPLY CO. 


House of Leathercraft now in 37th Year 


2306 E. Washington St. 
DEPT. A, Joliet, Iilinois 


AJOT IX, 5, 1955 Part I 


Leisure‘ 
years ai 
highest 
prices. 

Enamel: 
stock 
our rap 


who wé 


“Leat 
specif 
AJOT 


| 
i 
t 4 
® ‘Leisur 
ossonn ones. 
‘ SUPPLY CO. = 
a4 
BROS 
Two 
4 


OMPLETE CRAFT 


THESE KITS CAN AID YOUR 


LeisureCrafts has served many O.T. Departments for 
years and draws on this valuble experience to offer the 
highest quality craft material at the most competitive 
prices. Complete stocks of Leathercraft, Ceramics, Metal 
Enameling, Metalcraft, Art Materials, etc. Our huge 
stock of fine Craft and Art materials, in conjunction with 


our rapid service, should prove helpful to the busy O.T. 


who wants a good craft program. 


Two 1955 Catalogs now available. 
“Leathercraft’’ or “Arts and Crafts’’— 
specify catalog desired. 
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MacPherson Leather Co. (0-2) 
140 South Main Street 
Los Angeles 12, California 


DELUXE LEATHER 
WORKSHOP KIT 


Contains all the basic tools for 
a leathercraft workshop. Board, 
ma.let, square, punches, knives, 
setters, etc. As shown in photo. 
A terrific value! 


SUPPLIES 


PROGRAM! 


COMPLETE METAL 
ENAMELING KIT 


Now it’s easy to make beauti- 
ful enameled jewelry with this 
wonderful kit. Everything in- 
cluded to do real professional 
work. , Lots of fun, and really 
economical! 


(Without Cord) 


Crafts 


528 So. Spring St. 
LOS ANGELES 13, CALIF. 
Att: 0.T. Dept. (0-2) 
OR YOUR NEAREST LEISURECRAFT STORE: 


MacPherson Leather Co. (O-2) 


1337 Fifth Avenue 
San Diego 1, California 


MacPherson Bros. Leather Co. (0-2) 
730 Mission Street 
San Francisco 3, California 
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For Humanity... 


for Country... 


for Self... 


—serve as an Army 
Occupational Therapist 


An Army career satisfies in all ways! It is satisfying 
for you professionally. As a part of your normal 
activity you have learning opportunities. These 
enable you to do the most for your patients by 
consistent improvement of your own skills. You also 
serve in fine, well-equipped Army hospitals. 

. And the work you accomplish benefits your 
country directly . . . because each soldier returned to 
duty strengthens the nation. That’s why you begin 
your career as an officer among officers, enjoying 


equal standing and privileges with other Army 
professional people. 

Your career is satisfying from every angle... 
personally as well as professionally. Travel, new 
friends and an officer’s salary give you ample oppor- 
tunity to broaden your horizons. And in addition 
to your other officer benefits, you enjoy a 30 day 
vacation with pay every year. 

For a rewarding career, consider your futuyaaas 
an Army Occupational Therapist. 
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° The Surgeon General, United States Arm 
Women’s Medical Washington 25, D. C. My 
Specialist Corp s Please send me further information on my opportuni- aa = t 
1 ties as an Occupational Therapist in the U.S. Army. | ~~ coutege 1 
U. Ss. ARMY { (_] Check if also interested in training opportunities. ——Professional Nurse i 
Name GRADUATE: 
1 cy OTHER: i 
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LEARNING AS A TREATMENT METHOD 
IN CHRONIC SCHIZOPHRENIA 


HENRY N. PETERS, Ph.D.* 


An extensive investigation of learning, or prob- 
lem solving, in an occupational therapy setting 
was started in a large VA neuropsychiatric hos- 
pital in June, 1951.* * ° The early positive re- 
sults have been validated in further studies with 
the same method, and certain implications of the 
procedure for occupational therapy have become 
apparent to the present author.t The purposes of 
this paper are: (1) To describe the method of 
treatment, (2) to evaluate the results specifically 
with respect to occupational therapy performance 
of the patients, and (3) to point out the sig- 
nificance of the investigation for occupational 
therapy with chronic schizophrenics. 

The patients participated in the investigation 
in sets of twelve. When one set had completed 
the three months experimental, or treatment, 
period, another set was chosen and the procedure 
repeated. The progress of patients was evaluated 
over a six months period following treatment. 

The patients were chosen by the ward physician 
and charge nurse with the following criteria in 
mind: they (1) were unquestionably schizo- 
phrenic, (2) had been hospitalized a minimum 
of one year, (3) were veterans of WW-II, and 
(4) were not at the time participating in any 
planned program of treatment. The patients 
were ones with whom other methods of treat- 
ment (electric shock, insulin shock, etc.) had 
failed and were at the time apparently arrested 
at the level of ward routine. After a set of 
twelve had been chosen, the nurse, with the as- 
sistance of aides, filled out a Gardner Behavior 
Chart® for each of the patients. This chart is a 
series of rating scales which are worded in very 
simple language, pointed toward observational 

(and not inferential) material, and on the whole 
gives a fairly accurate picture of the patient’s 
level of ward adjustment. 

When the twelve Gardner Behavior Charts 
were delivered to the investigator, a psychologist, 
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they were scored and arranged in order of size 
of score. The twelve were then divided into 
four sets of three each, with the top three scores 
making one group, the next three scores another, 
and with the bottom three scores (poorest ward 
adjustment) making the fourth. This resulted in 
four sets of three patients, the three of any set 
being roughly equal in ward adjustment. The 
three patients of a set were sorted at random 
into one of three groups (I, II, and III) for treat- 
ment purposes. 

The patients used in this study all came from 
the same closed ward. On every week day most 
of the patients on this ward went to a building 
where they received occupational therapy and re- 
lated therapies from 8:00 a.m. to 10:00 a.m. 
The patients selected for two of the groups in 
the investigation, Groups I and II, spent the same 
time periods in this building, but under a pro- 
gram which for three months gave them much 
more personal attention. At 7:00 a.m. they were 
separated from the rest of the ward and given 
a sub-shock injection of insulin. They did not 
go to breakfast with the other patients at 7:30. 
At 8:00 o'clock these eight patients were taken 
to a special table in a large occupational therapy 
clinic, arriving in the building at about the same 
time as the other patients, who came from break- 
fast. Most of the other patients were seated in 
this room and an adjoining one. 

The patients of Groups I and II were subjected 
to a rather intensive activity program, during the 
period from 8:00 to 10:00, under the supervision 
of an occupational therapist.t The direct per- 


*Neuropsychiatric Research Section, Veterans Adminis- 
tration Hospital, Jefferson Barracks, Missouri. 

+This investigation, which continued until November, 
1954, was done at Veterans Administration Hospital, North 
Little Rock, Arkansas. 

tMiss Mabel H. Davis, O.T.R., and Miss Florence E. 
Wood, O.T.R., gave this supervision. They also cooper- 
ated in the OT rating phase of the investigation. 
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sonal attention was supplied by a nurse and two 
aides, who were assigned to the same ward as 
the patients. Their approach to the patients dur- 
ing the two-hour occupational therapy period was 


an individual one. The purpose was simply. that 
of keeping every patient occupied with the kinds 
of light work commonly used with psychiatric 
patients, such as: leather work, small wood work, 
finger painting and mat weaving. 

When the patients of Groups I and II arrived 
for OT they were hungry for two reasons: name- 
ly, they had received insulin and had not had 
their breakfast. The quantity of insulin was 
varied from patient to patient, according to tol- 
erance level. Thirty to fifty units brought most 
of them to the desired stage, just short of inter- 
ference with consciousness. Insulin was discon- 
tinued with all patients at the end of the first 
half of the three-month treatment period. The 
delayed breakfast was continued for the whole 
treatment period. The patients were given break- 
fast, in an adjoining room, during occupational 
therapy. In an order which was rotated from 
day to day the patients were taken to the break- 
fast room in pairs. Each pair consisted of a 
Group I and a Group II patient. The latter was 
always given breakfast immediately, and returned 
to OT. The Group I patient was taken first into 
the experimental room, where for about half an 
hour the psychologist administered the learning 
treatment, which of course was considered the 
critical variable of the study. After the learning, 
this patient was given breakfast and then returned 
to OT. 

It should be emphasized that the only difference 
in procedure for Group I and II was the introduc- 
tion of the learning variable in Group I. The 
patients of Group III ifollowed the usual ward 
routine. With the majority of patients they at- 
tended OT in a large general group between 8:00 
a.m. and 10:00 a.m., and received only a mini- 
mum of special attention. The personnel thought 
that “these patients had been rejected from the 
investigation. 

Hunger was developed in the patients, by in- 
sulin and delayed breakfast, in order to insure 
motivation for the learning, or problem solving. 
Fudge, broken into pieces about a cubic centi- 
meter in size, was the incentive. In the learning 
treatment the patient was faced with problems 
which required repeated trials (solutions) to 
reach a level of perfection. After each trial, re- 
gardless of level of perfection, the patient re- 
ceived a piece of fudge. Patients were started on 
simple problems, and, at a rate which varied with 
capacity, were graduated to increasingly difficult 
problems. 

For the first day and sometimes the second the 
patient was familiarized with the psychologist, the 
experimental room, and with the fact that he 
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could get fudge in this room. The problem 
solving proper was begun with a very simple 
obstruction problem in which the patient had to 
overcome an obstruction to get a piece of visible 
fudge. The problem used in the beginning was 
the “plastic tunnel.” This was a square tube 
made of clear plastic and of a size which pro- 
hibited the patient from reaching into the center 
where the fudge was located and getting to it 
with his hands. Three small sticks which could 
be fitted together to make a long one were lying 
on the table; and of course the solution consisted 
in fitting together the three sticks and pushing 
the fudge out. Most of the patients solved this 
problem without any help from the experimenter 
and once they had solved it there was little room 
for improvement with practice. Then they were 
ordinarily taken on to problems which required 
repeated performance for the reaching of a level 
of perfection, that is, a performance without 
errors. 

When a patient seemed to be making no prog- 
ress and there was a threat of failure, the experi- 
menter would administer guidance. The guid- 
ance procedures, like all of the other procedures 
in this study, were highly formalized. That is, 
they were administered in a prearranged manner 
which was the same for all patients. Differences 
between patients, which of course existed, were 
taken care of in the case of guidance by a pre- 
scribed series of forms through which it was ad- 
ministered. The stages in guidance were: (1) 
verbal guidance in which the examiner would 
state the solution in words, (2) directive verbal 
guidance in which the investigator would com- 
mand and, by gestures, point to the correct solu- 
tion, and (3) manual guidance in which the in- 
vestigator would actually move the patient’s hands 
through the proper overt movements. While 
such rigid procedures as these might: be undesira- 
ble in day to day therapy, they are considered 
desirable for a research project. 

The other problem materials may be deseribed 
briefly. One of these was the plastic maze.’ By 
the use of removable segments, the one piece of 
apparatus could be used to administer mazes of 
different complexity. The essence of this prob- 
lem is that the patient can see but not reach a 
small cup which contains the fudge. He can 
manipulate the small tray through the paths of 
the maze by means of a stylus inserted through 
a slot in the plastic cover above the pathways. 
Another form of problem frequently used was 
the pencil maze. Here the reward was an in- 
direct one. When the patient had completely 
threaded a maze the experimenter would hand 
him the fudge box. Twenty-five of these mazes 
of varying levels of difficulty were designed and 
printed especially for this project. For a third 
type of problem a piece of apparatus called a 
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multiple-choice box was used. The essential fea- 
ture of this kind of problem is that the patient 
can pull any one of ten levers which he sees be- 
fore him, and when he hits the correct lever a 
small tray containing fudge moves forward from 
behind a plastic screen, so that the patient can 
pick up the fudge. This apparatus allows an al- 
most unlimited range of problems which vary all 
the way from extremely simple ones to very dif- 
ficult problems requiring insight into generaliza- 
tions. A fourth type of problem, usually admin- 
istered toward the end of the treatment, was one 
designed to get at problems of interpersonal rela- 
tionships. The four patients in Group I were 
seen together in the afternoon and were required 
to participate in simple sociodramas. With the 
last sets of patients put through the experiment, 
two of the multiple-choice boxes were wired in 
such a way that two patients had to cooperate in 
order to get the reward.’ With all of this prob- 
lem solving, except the sociodramas and the co- 


gestions, appeals and urgings of the occupational 
therapists. 

In the present investigation, two kinds of OT 
records were kept. One of these records was 
made out during the experimental, or treatment 
period, when the patients were seated around the 
special OT table receiving rather concentrated 
attention from the personnel. At the end of each 
two hour OT session, the nurse with the help of 
the aides made out a simple statement on each 
patient. This stated whether or not the patient 
did any work that day, with the occasional com- 
ment that the work was very minimal and done 
only with great urging. These records were rather 
unambiguous and objective. The second sort of 
record was in the form of ratings which were 
filled out during the post-treatment period (when 
all three groups had returned to the large general 
OT clinic with the rest of the ward). For eight 
consecutive weeks the chief occupational therapist, 
with the assistance of therapists and aides, filled 


TABLE I 
Mean number of days on which patients worked in the special OT program during first 


and second halves of the experimental period. 


N 


1st half 2nd half 
Mean Sigma Mean Sigma 
20.38 2.16 21.84 2.19 
19.79 2.20 15.44 2.52 


operation, the patients were treated individually 
in a private room. 

It should be noted that this type of treatment 
had as its outcome the patient's satisfaction of his 
hunger motive and his improvement in perform- 
ance, with of course the experimenter’s detailed 
record of the learning progress from trial to trial. 
There was nothing corresponding to the end-prod- 
uct of creative work, which usually receives so 
much attention in occupational therapy with 
psychiatric patients. 

At the end of the three months of treatment 
the patients of all three groups were continued 
on the usual ward routine. Evaluation of the 
procedures was done by comparing performance 
of the members of Group I with the other two 
groups over a six months period. Several methods 
of evaluation were used, but of particular con- 
cern here is the use of the patient’s performance 
in OT activities as a method of evaluation. 
Chronic patients, such as those used in this study, 
are usually seen in a group, where some work and 
others do not. It seems a safe assumption, as 
well as one which agrees with the general atti- 
tude of occupational therapists, that those patients 
who work at the little projects given them are in 
better shape than those who do not. If nothing 
else it means that the patient who works, whether 
it be sanding a board, weaving a rug, or doing 
crude finger painting, is reacting to an interper- 
sonal relationship. He has responded to the sug- 
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out a reduced form of the Gardner Behavior 
Chart. Only eight of the items of the complete 
scale were included, and these were ones which 
could be readily observed during occupational 
therapy. The items of this abbreviated chart 
were: (1) activity control, (2) noise disturbance 
control, (3) temper control, (4) combativeness 
control, (5) work capacity, (6) work initiative 
when alone, (7) work initiative when closely 
supervised, (8) willingness to follow directions. 
Under each of these items were five statements 
which described five levels of the function in 
question. In order of increasing degree these 
statements were labeled “none, poor, fair, good, 
extra good.” The rater checked one of the five 
statements under each item. These ratings were 
made during the first three months following 
treatment. 

Table I summarizes the data of the first of the 
two types of OT records. The means in this 
table are mean number of days on which the 
patients worked. The sigma is the standard error 
of the mean and under the first column is shown 
the number of patients in each group. These 
numbers of patients, in spite of the fact that the 
patients were sorted into groups in matched pairs, 
are not the same because certain patients had 
to be eliminated for various reasons which al- 
ways turn up in this kind of experiment. In 
this table they are merely presented as two sepa- 
rate groups. It is to be recalled that during the 
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first half of the experimental period patients of 
both groups received sub-shock insulin, which 
was discontinued during the second half. For 
the test group which received the special learning 
treatment, the number of days worked not only 
did not fall but showed a slight rise on the sec- 
ond half. With the control group there was a 
marked drop in the average number of days 
worked. A ¢-test of the difference between the 
two figures for the control group showed that 
the difference is reliable, with ¢ = 3.09 (P = 
less than .02). 

Two checks were made on the significance of 
the difference between these two groups with 
respect to their work performance on the second 
half relative to their work performance on the 


The numbers of cases vary, and are different from 
those shown in Table 1, because of the loss of 
patients for various reasons, including discharge, 
transferral to outside detail, and death. 

These means show a trend for higher rating in 
Group I than in either of the other two groups. 
However, none of the differences between these 
means is reliable. 

The figures in the right half of the table are 
means obtained from scores based on a different 
method of scoring the last of the four items in 
the rating chart—the four which refer specifically 
to the patient’s work capacity. In getting a pa- 
tient’s score for these four items, each was scored 
either 0—for ratings of none or poor—or 1—for 
fair, good, or extra good. This method of scor- 


TABLE II 
Mean total ratings of OT performance for eight consecutive weeks. 
W hole rating scale Work capacity items 
N M Sigma M Sigma 
22 151.14 74 17.14 2.5 
Eee 27 139.63 7.9 11.56 2.2 


first half. One was a simple count of the num- 
ber of patients in each group who actually did 
increase their number of work days on the second 
half. For the test group this number was 16, 
while it was only seven for the control group. 
A simple Chi-square test of this difference shows 
the level of confidence (P) to be less than .02. 

A second check was made especially in view of 
the fact that the number of days an individual 
worked on the first half to some extent affects 
the possibility of change in score on the second 
half. This is evident since the patient who 
worked very little in the first half. could obviously 
increase his score to a great extent on the second 
half; whereas a patient who on the first half 
worked every day could only reduce his score 
on the second half. Since the patients were not 
matched in the two groups on the basis of OT 
performance, the only way to deal with this prob- 
lem was by an analysis of covariance.” This 
method enables one to adjust the variability in 
score on the second half with respect to an in- 
dividual’s score on the first half. When this is 
done, the results turn out to be more significant 
than ever. An F of 10.60, with P less than .01, 
was found. 


Table II summarizes the data obtained with all 
three groups from the OT ratings during the 
post-treatment period. Each of the eight items 
on the rating scale was scored from 0—for none 
—to 4—for extra good. This made the maxi- 
mum score for any one week 32 (with a total 
score possibility for all eight weeks of 256). The 
means at the left half of Table II are the mean 
total scores on the whole scale for each group. 


ing permitted a possible score of four for any 
one week; and a total of 32 for all eight weeks. 
The means in the right half of Table II are sim- 
ply averages of the total scores for the members 
of each group. 

These figures show the same trend as do the 
figures in the left half of the table:—Group I 
shows the greatest work capacity, Group III is 
next, and Group II is lowest. Statistical tests 
show that the difference between Groups I and 
II is significant; but the other differences are not. 

The results presented above in Tables I and II 
may be summarized and interpreted as follows: 

(1) Two groups of matched chronic schizo- 
phrenics (I and II) were given intensive occu- 
pational therapy for three months, with sub- 
shock insulin also being given during the first 
six weeks. The only way in which these two 
groups differed was that one of them (I) was 
required to do intensive problem solving for about 
half an hour during the daily OT period. The 
results show that the problem solving group in- 
creased in work performance during the second 
half of the treatment period, while the other 
group actually decreased in performance. Assum- 
ing that work performance under the conditions 


which were present is an indicator of a patient's 


relative mental condition, it can be concluded 
that the intensive problem solving was a favor- 
able factor. 


(2) Ratings of OT performance after treat- 
ment, when the patients were returned to the 
large ward group where each individual received 
a minimum of personal attention, showed that 
the problem solving group (I) persisted in show- 
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ing a higher average level of performance than 
did the group which received only intensive OT 
for three months (Group II). The former also 
showed higher average work capacity than did 
the third group of matched patients (Group III) 
who had received nothing in the way of special 
treatment. 

The average ratings show that the third group 
(III) was superior in OT performance to the 
second (II), which had just received three months 
of intensive occupational therapy. The difference 
between the two means is small and unreliable. 
However, in view of what one might expect with 
respect to the effects of three months intensive 
OT, a negative conclusion will have to be drawn. 
That is, three months of intense daily occupa- 
tional therapy does not seem to improve a pa- 
tient’s mental condition, measuring the latter in 
terms of OT performance under conditions of 
minimal attention. 

In evaluating the effectiveness of a period of 
intense occupational therapy on patients’ mental 
conditions, several other factors should be taken 
into account. One is that other methods of 
measuring change in condition, which are re- 
ported elsewhere,® show that the group which 
received the intensive OT (Group II) did show 
a greater shift toward improvement compared to 
the group which remained in the usual OT with- 
out any planned change in program (Group III). 
And another factor is a possible interpretation of 
the relatively poor performance of Group II when 
returned to regular OT. Their shift from the 
treatment period of three months in which they 
received daily attention of a nurse and two aides, 
as well as occupational therapists, to the condi- 
tions of minimal attention took place suddenly. 
It is quite possible that these patients interpreted 
this shift in conditions as a rejection by the per- 
sonnel who had been attending them. It is 
plausible to assume that when a patient has been 
receiving constant attention from a_ particular 
individual or individuals and this is suddenly 
stopped, he might go through a temporary relapse 
in condition. 

The primary function of this whole investiga- 
tion was to evaluate a form of treatment which 
is referred to as “learning.” The perspective on 
this method of treatment might be improved by 
pointing out that there are usually two fairly 
distinct approaches to occupational therapy in the 
neuropsychiatric setting. The approach which is 
more likely to be taken with the purely psychiat- 
ric patients is one in which the goals are to 
develop work accomplishment in the patients 
(hence the great stress upon the product which is 
so often made), to release various emotional 
forces, and to improve interpersonal relations. In 
the other type of occupational therapy with the 
more purely neurological patients, the goal is 
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usually the development of the use of a specific 
organ or system of organs (development of joint 
motion, muscular strength, muscular coordination, 
and testing and training in daily living activities) . 
For example in a patient with a right leg paral- 
ysis, a form of work is chosen such that the 
patient is required to use his right leg, possibly 
alternately extending and flexing muscles. The 
learning treatment described in this paper may 
be viewed as analogous to the second type of 
OT. It is plausible to assume that in the chronic 
schizophrenic, the brain—more particularly the 
cortex—is the organ which has fallen into dis- 
use. There is little question but that problem 
solving, of the kind used in the present treatment, 
requires the functioning of the highest level of 
the nervous system, namely, the cortex. Accord- 
ing to this view, problem solving with guidance 
actually has as its goal development of the func- 
tion of the cortex of the patient. 

This interpretation of the effectiveness of the 
learning treatment, in terms of developing cortical 
functioning, is of course an hypothesis of the 
writer's. It is possible that a more valid inter- 
pretation of the results of this investigation could 
be made in terms of the principle of progression 
of activities. Each patient in the learning treat- 
ment (Group I) was put through a planned series 
of graduated activities. Successive stages of the 
treatment took the patient from simple to com- 
plex, from motor to ideational material, and from 
purely biological incentive to social interaction. 
While the patients of Group II received in OT 
an intensive activity program, the element of 
planned stages was lacking. And of course Group 
III received neither the intense activity nor the 
planning. According to this interpretation we 
would have to conclude that an intense, un- 
planned activity program for three months is of 
little value. 
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SELECTING AND UTILIZING THE 
OCCUPATIONAL THERAPY AIDE' 


GEORGE D. FRYE, O.T.R? 
HAROLD SHALIK, O.T.R.® 


The shortage of registered occupational ther- 
apists has never been more acute than it is today. 
Occupational therapy as a profession has become 
an accepted fact in the medical profession and the 
need for the therapists’ services increases with 
each passing day. At the present time the occu- 
pational therapy schools are graduating close to 
500 potential therapists yearly, but this is being 
offset by the high attrition rate among the prac- 
ticing therapists. In institutions with a high pa- 
tient population, such as psychiatric hospitals, the 
acute shortage of therapists has necessitated the 
use of individuals who do not meet the exacting 
requirements of the registered occupational ther- 
apist, but nevertheless possess many of the qual- 
ities of a competent therapist. These individuals, 
under the guidance of the trained and experienced 
registered occupational therapist, have contributed 
much to developing and continuing programs of 
occupational therapy and will undoubtedly con- 
tinue to do so in the future. In the Veterans 
Administration Hospital, Knoxville, Iowa, the oc- 
cupational therapy aide has made a marked con- 
tribution to the development of the occupational 
therapy department, and even today, though the 
hospital has a complement of eight registered 
therapists, the aides continue to be of proven 
value. Since this hospital has had such success 
in the utilization of its occupational therapy aides, 
it shall be the purpose of this paper to show how 
the aide is being used at this hospital, so that 
occupational therapists in other hospitals com- 
pelled to utilize semi-professional help, due to 
the shortage of professional help, may use the 
experience gathered here as a possible guide. 


QUALIFICATIONS 


To the patient, the occupational therapy aide 
is the occupational therapist. The therapist, 
therefore, in selecting individuals to work in the 
occupational therapy program must use discretion 
in choosing individuals. Experience has shown 
that there are certain positive features the ther- 
apist can use as criteria in selecting individuals for 
this position. Individuals who have had prior 
work experience with psychiatric patients as a 
rule make excellent candidates for the position. 
Two categories which bear special consideration 
are the “psychiatric aides” and the “volunteer 
workers,” for these individuals have as a rule 
seen occupational therapy in action and already 
have some insight into what would be expected 
of them. Since arts and crafts are used so ex- 
tensively in a psychiatric occupational therapy 


program it is desirable that the individual have 
a good background in this area. In some phases 
of the occupational therapy program, such as hos- 
pital industries or industrial therapy a background 
in manual skills is desirable. 

The age of the individual may or may not be 
a determining factor. It is desirable that the in- 
dividual chosen as an occupational therapy aide 
be under thirty-five years, much the same as that 
of the occupational therapy student. However, 
individuals with the proper qualifications up to 
the age of fifty may be just as much, or more, 
of an asset than some younger individuals. Once 
an individual is in a position, performance rather 
than age is the determining factor in how long to 
retain him in the program. 

It has been found from experience that physical 
limitations are not necessarily a deterrent to an 
individual’s becoming an occupational therapy 
aide. Of course, each case must be evaluated 
individually but as a rule if an individual has the 
physical stamina to put in an eight hour day, five 
days a week, and possesses all the other qualifica- 
tions of an aide, not too much stress need be 
placed on a physical disability. 

Because of the nature of the work and the in- 
terpersonal relationships involved with staff and 
patients it is desirable that an aide have the 
minimum of a high school education. In addi- 
tion it is highly important that the aide have a 
record of dependability and cooperativeness, for 
it is upon these individuals that a great amount 
of practical responsibility rests. 

While no discrimination should be made as to 
the sex of an individual, when there are exclu- 
sively male patients a female can mot fulfill all 
the responsibilities as well as a male aide. Should 
there, however, be two aides assigned to one occu- 
pational therapy clinic then it is possible, and 
sometimes desirable, to have one male and one 
female aide. This selection requirement would 
not necessarily apply to a group of heterosexual 
patients, nor a group entirely composed of women. 

When there are a number of applications for 
one position, preference should be given to in- 
dividuals who are already employed in the hos- 
pital and familiar with its routine. Above all, 
preference should be given to those individuals 
who by their past actions have demonstrated an 
active interest in the position. 


1. From the Veterans Administration Hospital, Knox- 
ville, Iowa. 

2. Chief, Occupational Therapy. 

3. Unit Supervisor, Occupational Therapy. 
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INTERVIEWING THE PROSPECTIVE AIDE 


Application forms and hearsay about an in- 
dividual do not necessarily give the therapist proof 
that he will be an asset to the occupational ther- 
apy program. They only tell the therapist that 
here is an individual with desirable qualities who 
deserves further attention. It is only through 
the face-to-face interview that the occupational 
therapist can really tell whether the person ap- 
plying for the position of aide will fulfill the re- 
quirements. 

The first thing that the therapist asks himself 
about the new aide is, “Does this individual have 
the desire to work with people?” After a short 
talk with the prospective employee about himself 
and his past experience it will become evident 
what his motives are for seeking the position. If 
in the course of the conversation you get a re- 
sponse from the individual such as, “I think I 
have something to offer the patient,” you can be 
pretty sure that here is an individual well worth 
considering for your department. If on the other 
hand you get as a primary answer, “I want to 
work in your department because it has good 
hours,” or even less desirable, “I desire a position 
that will pay me a higher salary,” you can con- 
clude with some degree of accuracy that here is 
an individual who perhaps just wants to hold 
down a job and does not have the dedication 
which is a necessary quality for anyone working 
in occupational therapy or any of the related 
medical professions. Such individuals should pos- 
sibly be viewed in an unfavorable light. 

Since as a rule the aide does much of the prepa- 
ration work in the occupational therapy depart- 
ment, it is desirable that, during the interview, a 
statement be elicited from the applicant to the 
effect that he enjoys working in handicrafts. If 
he does not enjoy working in handicrafts you 
will soon find you have a discontented employee, 
who will not benefit you or the patient. 

Other important qualities which can be brought 
out during the interview are: How well does the 
individual meet people?. What kind of first im- 
pressions does he make? What kind of appear- 
ance does he present? How well does he relate 
tg people? 

During your conversation with the aide you 
should note whether his replies are precise and 
to the point. It is important that an individual 
working with psychiatric patients and with pro- 
fessional personnel be able to express himself 
well. A good icebreaker for you, the occupational 
therapist, to use is to ask the aide to tell some- 
thing about himself. This puts the aide on firm 
ground and gives you a chance to know a little 
more about this comparative stranger. In an- 
swering this question the prospective employee 
should not take more than two or three minutes 
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to talk about himself, and should be able to give 
the answer in a chronological and organized 
manner. 

A clue to the extra-curricular activities of the 
individual may be obtained by asking him a ques- 
tion on what his hobbies or other interests are 
besides his work. If he is active in fraternal or- 
ganizations and community groups you can be 
pretty sure he is an individual who likes working 
with people. 

Following this question, one on the family life 
of the individual would be in order. This line 
of questioning will serve two purposes. It will 
first of all tell the aide you are interested in him 
as an individual. Then it will let you know what 
his views are as to responsibility, and how de- 
pendable an individual he is. An individual with 
a record of bad family relationships or a nega- 
tive attitude toward his family is a bad risk in a 
position where he will be continually dealing with 
people. 

TRAINING THE AIDE 

It is desirable once the aide has been employed 
to indoctrinate him into the occupational therapy 
program through a formalized training course as 
suggested by the American Occupational Therapy 
Association.* Such a course is only practical 
when there are a number of new aides who re- 
quire indoctrination, or in the case of hiring a 
single aide when the occupational therapist can 
himself give the material. Even in the case 
where there are a sufficient number of aides, from 
a practical standpoint there may be a lapse of 
time between the time the aide is hired and the 
formal training course is given. Under these cir- 
cumstances the aide is, as it were, given on-the-job 
training of a preliminary nature. 

He is first oriented as to the aims and objec- 
tives of the particular clinic in which he is to 
work. The clinic schedule, physical layout, 
method of assigning activities and issuing sup- 
plies, and method of instruction are explained 
to the aide. The role he is to play in the clinic 
is gone over with him. 

The first few days in the clinic may be spent 
observing what the patients are doing. His first 
contact with the group may come in guiding 
them to and from the occupational therapy clinic. 
His next step of integration may be to hand out 
tools, to see that they are returned and to super- 
vise the patients in cleaning up the clinic. As 
his knowledge of crafts increases, or if he already 
has knowledge of certain crafts, he observes the 
therapist in his approach to patients. 

Finally when the therapist is convinced that 
the new aide has insight into the operation of the 
clinic and approach to patients, he may be as- 
signed one or two patients to work with and 
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plan for. As the aide gains new experiences so, 
too, may his responsibilities be increased in the 
clinic. However, at all times interpretation of 
prescriptions and writing of progress notes remain 
strictly the duty of the occupational therapist. 


ROLE OF THE AIDE 


In this 1600 bed psychiatric hospital there are 
23 aides employed in varying capacities to carry 
out the therapeutic aims of the occupational ther- 
apy department. Since the total occupational 
therapy program is so extensive in the even more 
extensive physical medicine and _ rehabilitation 
service, the occupational therapy department is 
set up administratively so that one therapist acts 
as the chief or coordinator, and seven as staff 
therapists of which six are unit supervisors. All 
therapists are vitally involved in face-to-face con- 
tact with patients, but due to the large number 
of patients for whom occupational therapy is 
prescribed, the aide provides the additional assist- 
ance needed for the department to give each 
patient as much individual attention as possible. 

Basically, aides fall into four categories, two 
on the clinic level and two in hospital industries. 
While the reader may not have as many aides 
to deal with, or may in some cases have a greater 
number, part or all of the categories of aides as 
described herein will probably find correlation in 
any other psychiatric program of occupational 
therapy. In the clinic area one group of aides 
is charged with the specific responsibility for its 
respective clinics. They are in each instance 
under the direct supervision of a registered occu- 
pational therapist who is responsible for directing 
a sound therapeutic program. 

Not every aide can take the responsibility of 
running a clinic and therefore the therapist must 
seek an individual with exceptional qualities to 
fill this position. The aide so chosen must dem- 
onstrate exceptional insight into the value of 
activity as a therapeutic measure and see beyond 
the activity for the sake of activity. His thinking 
must be so oriented that it is in line with that of 
the therapist, so that when quick decisions are 
needed when the therapist is not present, he can 
make them as if the therapist were there all of 
the time. He must have proven by his past per- 
formance that he has the ability to adapt, learn 
and accept new methods as they are introduced 
into the clinic by the therapist. 

His intelligence should be above average so 
that good judgment prevails at all times and the 
limited contact he has with other professional 
staff members should give a favorable impression 
of the occupational therapy department. The 
aide who functions in this position must have 
the ability to recognize his own limitations, as 
well as that of the clinic. Unless he does, he 


may be exercising some of the duties of the regis- 
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tered therapist for which he is ill prepared. As 
part of his responsibilities, this aide must be able 
to start patients on activities as directed by the 
therapist, as well as establishing initial rapport 
with the patients. Aside from the strict perform- 
ance of his duties in the clinic, an aide of this 
caliber should show an interest in furthering his 
knowledge of occupational therapy and related 
medical professions, and be aware of how he can 
further improve the functioning of his assigned 
clinic. 

The second category of aides on the clinic level 
are the “assistant aides” who carry out the more 
routine tasks in the occupational therapy clinic. 
Upon these aides falls the responsibility of main- 
taining the supply level in the clinic and issuing 
material to patients, keeping the clinic clean and 
orderly, aiding patients who require assistance in 
the course of their project, preparing projects for 
patients; escorting patients, when necessary, from 
the ward to the clinic, and returning them when 
they are through, and in general assisting the ther- 
apist or aide-in-charge in the day-to-day problems 
which arise in the clinic. The aide on this level 
should be able to carry out the clinic procedures 
as established by the therapist, and accept them 
for their worth. He should also, once given the 
direction and plan of execution, be able to carry 
Out activities with patients. 

The last two categories are concerned with the 
hospital industries phase of the occupational ther- 
apy program. 

In the first of these there is usually only one 
individual who acts in the capacity of assistant 
to the supervising therapist. He is in essence 
directly under the therapist and works very closely 
with him. He must possess all the qualities of 
an aide-in-charge of a clinic, but in addition must 
have a good background in a foreman position. 
Since most activities in hospital industries are cor- 
related with the engineering division of the hos- 
pital, this individual must be able to work very 
closely with the engineering department. It is 
the role of the therapist in this phase of the occu- 
pational therapy program to see that the medical 
aspects of the assignment are carried through as 
the doctor prescribes it, and it is the role of the 
aide to see that the activities are properly carried 
through by the aides under him, with the ther- 
apist having the overall responsibility. 

The last category deals with aides in charge of 
specific work details. Besides the basic orienta- 
tion in occupational therapy technics, these in- 
dividuals should have had prior work experience 
of a similar nature to the activity of which they 
are in charge. They are as a rule in charge of 
a group of men for whom they are responsible. 
They call for and return these men to the wards. 
They assign the men in their group to specific 
(Continued on page 203) 
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KITCHEN ACTIVITIES FOR NEUROPSYCHIATRIC 


PATIENTS* 


JUDITH LEON GARNER, O.T.R.+ 


In the Veterans Administration Hospital at 
Tuscaloosa, Alabama, we have a unique program 
which it is felt contributes a great deal towards 
aiding the mentally ill patient in his recovery. 
The program, called the “sunshine home kitchen,” 
is under the direction of the occupational therapy 
section in cooperation with the dietetic service 
and is sponsored by the American Legion Aux- 
iliary. 

The kitchen was originally started in 1948 as 
a habit training and resocialization program for 
post-lobotomy women patients.’ At first the 
activities were carried on in the occupational ther- 
apy clinic, but in 1950 a more suitable space was 
provided between the women’s wards and the 
OT clinic.” The American Legion most gener- 
ously contributed the necessary equipment to give 
the kitchen a home-like and workable atmosphere. 

The program now has been extended to in- 
clude most of the women patients and _post- 
lobotomy men patients. The patients are referred 
by the ward physician to the kitchen. Those with 
suicidal or combative tendencies are excluded from 
the group to provide safety for themselves and 
others. 

Since the group of patients varies from day 
to day, it is not possible for the patients to plan 
their own meals, so the raw foods needed for the 
regular hospital menu are obtained from the 
dietetic service. Many of the vegetables used in 
the kitchen are grown by the patients in their 
garden. Extra ingredients used in preparing party 
refreshments are donated by the American Legion 
Auxiliary. 

Each group of women patients spends from 
two to four hours in the kitchen preparing, serv- 
ing and eating the noon meal and, of course, 
cleaning up afterwards. The group, which con- 
sists of from four to six patients, begins by dis- 
cussing, with the therapist and each other, the 
menu for the day. They take a vote on how the 
raw foods will be prepared and select assignments. 
At the conclusion of the session, as an added safe- 
ty measure, knives and other equipment are 
checked as inconspicuously as possible by the 
therapist before the patients are dismissed from 
the kitchen. 

This activity is considered of value for many 
reasons. Some are as follows: 


1. It provides opportunity for learning. 


2. It provides a sociable and normal workin 
situation. 


3. It helps the patient to build confidence in 
self. 
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4. It helps to increase the attention span. 
5. It provides an opportunity for physical exer- 
cise which: 
a. Stimulates the withdrawn or inactive 
patient. 
b. Is an energy outlet for the overactive 
patient. 
c. Can be used for the improvement of 
function in physical disabilities. 

No matter whether a patient has cooked or not 
there is always something new that can be 
learned. Not only cooking techniques, but also 
care of equipment, table setting and meal plan- 
ning are taught. It is amazing how many of our 
women patients knew nothing about defrosting a 
refrigerator prior to hospitalization. Those pa- 
tients who have cooked before not only learn 
more for their own use, but often can teach other 
patients and the therapist what they know. Many 
patients shortly before discharge from the hos- 
pital look forward to practicing at home what 
they have learned about food preparation. 

Food is a universal socializer. It is something 
we cannot do without. No matter how delusion- 
al and far out of touch with reality a patient is, 
he still must have food to survive. In a kitchen 
of this type patients can eat in a leisurely manner 
and be encouraged to talk. The therapist who 
eats at the table with them can encourage con- 
versation from those who are withdrawn, and 
control the talking which may be disturbing to 
the others, usually by pleasantly changing the 
subject. 

It has been observed that many patients who 
are seclusive in all other activities tend to open 
up to others in the kitchen. Working together 
in a reality situation toward a common goal 
which they will all share together seems to be 
a great motivating factor in making them more 
aware of others in their surroundings. 

Activities in a kitchen can be graded from 
the very simple tasks such as table setting, potato 
peeling and salad making to more complicated 
cooking tasks. Patients are encouraged to consult 
recipe books. This causes them to be more men- 
tally alert. If the therapist merely shows the 


*Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director, The 
statement and conclusions published by the author are the 
result of her own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. 

+Present position, Staff Therapist, Veterans Administra- 
tion Hospital, Temple, Texas. However the article was 
written while the author was staff therapist at Veterans 
Administration Hospital, Tuscaloosa, Alabama. 
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patient how to cook a certain dish, the patient 
may mechanically obey, but still be thinking of 


his delusions or problems. If the patients must 
follow written instructions to obtain their goals, 
they have to concentrate more fully, thus increas- 
ing their attention span. 

A finished product well done can do much to 
develop more confidence in the patient. It is 
the duty of the therapist to keep a sharp eye open 
to prevent mistakes before they happen, yet allow 
the patient to do the work himself so he can feel 
that it is truly his work. If too much interfer- 
ence is given by personnel, the patient may ask, 
“Who is doing this, you or I?” Packaged cake 
mixes have been found most helpful in giving 
patients a feeling of achievement as good results 
can be obtained though the directions are simple. 

Though our kitchen has more equipment than 
the average home kitchen, we strive to keep it 
simple. If the patients become too dependent 
on expensive or late model equipment while in 
the hospital, they will become dissatisfied when 
returning to their homes where they cannot afford 
such appliances. Too many work-saving devices 
take away much therapeutic value. Patients with 
tremendous amounts of excess energy are encour- 
aged to beat cake batter by hand rather than use 
the electric mixer. Also they can keep the re- 
frigerator, stove and floors well scrubbed. These 
same activities can stimulate the withdrawn pa- 
tient into activity. A taffy pull can do much 
for either type of patient as well as providing 
social contacts. 

Patients with physical disabilities can benefit 
from such kitchen activities as using the hand- 
turned grinder, rotary egg beater, kneading dough, 
peeling and chopping vegetables. Some wheel- 
chair patients can be encouraged to stand propped 
while doing their work. 

Habit training is especially important with the 
post-lobotomy patients. Usually there are so few 
women in this group at our hospital that they 
attend the kitchen with the other women patients 
to encourage greater socialization. The men, 
however, come to the kitchen on Fridays from 
11:00 a.m. to 1:00 p.m. Because of limited 
time and the tremendous amount of supervision 
needed, most of the food is brought from the 
main hospital kitchen already prepared. Besides 
setting the table, eating, and doing the dishes, 
they usually prepare the salad and cook whatever 
meat is on the menu for that day. Many of the 
vegetables used for their meals are grown by 
these patients in their own garden—a project 
started by this group last spring and participated 
in by all. Good eating habits and table manners 
are stressed with these patients early in their 
treatment. 

Friday afternoons the women patients on deep 
insulin treatment cook refreshments which are 


served later to the men on the same treatment 
in the occupational therapy shop. These women 
are encouraged to work together. They take 
turns being chief cook with the others assisting. 
The nurse and hospital aides attending this group 
join with them in this activity, adding greatly to 
establishing good rapport between patients and 
personnel. 

One of the most recent activities in the kitchen 
is a special day for those on low calory diets. 
These were excluded from the kitchen because 
many of them used poor judgment and overate. 
Since many complained, the ward physician sug- 
gested this type of program be started so those 
with a tendency towards obesity could learn to 
calculate calories and cook according to their 
needs. The dietetic service has been a great help 
in setting up this program. Firmness must be 
exerted by the therapist, and if any of the women 
refuses to cooperate in her diet, she loses the 
privilege of attending the kitchen. 

Working with small groups not only gives the 
patient more individual attention, but also aids 
the therapist in learning more about the patient. 
How he reacts in the group, what he talks about, 
his attention span, amount of guidance needed, 
initiative shown, and many other items can be 
recorded on progress notes to the physician. This 
information may also be helpful to the social 
worker when placing the patient in a foster home. 

In the hospital there are many activities which 
contribute to the well-being of the patient; how- 
ever, many of the other activities learned cannot 
be taken up at home as readily as kitchen activ- 
ities. Every home has a kitchen, and those who 
do not leave the hospital as homemakers can still 
assist others in the family with the meal prepara- 
tion. This is why we feel that kitchen activities 
play such a vital part in the rehabilitation of the 
neuropsychiatric patient. 
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APPLICATION OF RESISTANCE TO THE 
KEYS OF A TYPEWRITER 


CELIA G. CALABRESI* 


Adding resistance to the keys of a typewriter 
was devised as a useful adjunct to help improve 
strength in finger flexion of patients suffering 
from limitations in this area. It is a simple 
quick procedure, taking less than a minute to 
prepare and may be easily graded with respect 
to the amount of resistance desired. It allows 
the patient to perform a useful activity while 
simultaneously receiving the necessary exercise for 
his fingers. 


MATERIALS NEEDED 


(1) An Underwood Leader (portable) was 
used as a model for these directions. With minor 
alterations other recent portable models may 
be used. 

(2) Four springs, 4 of an inch long and 4 
inch in diameter. There should be approximate- 
ly %4 of an inch between the coils in the middle 
of the spring, and approximately 1/16 of an inch 
between the coils at the ends. The springs should 
be adequately flexible and a good way to test 
this is to grasp the spring between the index 
finger and the thumb. Compression of the coils 
should occur with moderate pressure. 


A pplication of Springs 
DIRECTIONS FOR APPLICATION 

(1) Remove typewriter from carrying case. 

(2) Place the typewriter on a table resting on 
its back (see figure A). , 

(3) Place one of the end coils of a spring (or 
number of springs) over the movable horizontal 
bar which descends with pressure on the keys. 
This is located near the back of the under sur- 
face of the typewriter. The distance between 
the top and next to top coil on one end of the 
spring should be narrow enough to allow the 
horizontal bar to be tightly wedged between 
them (see figures A and B). 

(4) Gently lower the typewriter onto the bot- 
tom of its carrying case or on the surface of a 
table. 


PRINCIPLE 


As each key is pushed down the horizontal bar 
underneath the typewriter descends, thus pushing 
the attached springs down with it. The springs 
press against the bottom of the carrying case or 
table top, the coils are forced closely together, 
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Lowering of typewriter with springs in place 


giving resistance to the horizontal bar and simul- 
taneously to the keys (see figure B). 

The amount of resistance desired may be ad- 
justed according to the number of springs used. 
Two to four springs give the best results. 


SUMMARY 


A simple method of applying graded resistance 
to the keys of a typewriter by means of springs 
is described. This has been found helpful in 
improving finger strength and motion. 

* * * 


I wish to thank Miss June Sokolov, O.T.R., 
and Miss Suzanne Griselle, O.T.R., at the Hart- 
ford Rehabilitation Center for their helpful sug- 
gestions and advice on this project. 


*This article was written while the author was enrolled 
as a student at the Boston School of Occupational Ther- 
apy and training at the Hartford Rehabilitation Center, 
Hartford, Conn. 


A CONFERENCE HIGHLIGHT 


At the annual conference, the session Tuesday 
evening, October 25, will establish the theme of 
the meetings to follow and therefore will be an 
outstanding event. The California committee 
feels most fortunate in having Mr. Samuel I. 
Hayakawa as the keynote speaker. Dr. Hayakawa 
is one of the leading figures in the United States 
in the study of general semantics, ie., the rela- 
tionship between language and behavior. 

Dr. Hayakawa came to this country from Can- 
ada where he was born. He attended the Uni- 
versities of Manitoba and McGill and later taught 
at the University of Wisconsin and the Illinois 
Institute of Technology in Chicago. He is a 
noted authority on words and their meaning and 
has devoted a good deal of time to free-lance 
writing. His first book, Language in Action, was 
a selection of the Book-of-the-Month Club, and 
since then he has published Language in Thought 
and Action. At present, his time is divided be- 
tween lecturing and editing ETC, the magazine 
of semantics, and he will be a member of the 
San Francisco State College faculty this fall. 
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Picture Page 


Contributions for this page are welcome. The pictures used 


; for this issue were submitted by 
Major Myra McDaniel, WMSC, Washington, D.C. 


Method of adding resistance to beater of floor loom by 
use of screw eyes, harness snaps, rope and pendulum 
weights. Specific pounds of weight can be added to either 
the front or back of the beater attachment. 


Adaptation to roller mechanism (castle) which 
provides gross grasp when working for wrist 
motion or working with patients who need a 
range of gross to fine motion in hand exercise. 


Adaptation to provide resistance in lower ex- 
tremity exercise on floor loom. 


A four harness structo loom has been equipped 
with horizontal extension handles to localize 
more movement to scapular and shoulder, while 
minimizing elbow flexion, An adjustable stand 
supports the arm sling. 
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From the President 


This is my last message to you and it is a 
healthy report. Your organization is in an active, 
virile state. The most significant factor today is 
a new spirit of self evaluation. A mature, well 
balanced willingness to take inventory of our 
stock is indicative of things to come. Such an 
appraisal opens new pathways for aggressive de- 
velopment. 


Every history has its periods; we have ours. 
There was the Topsy stage when occupational 
therapy just grew as a natural phenomenon. The 
principle of activity as a stimulus to well-being 
was physiologically sound and used with a nat- 
ural skill but used with abandon. The concept 
became more crystallized in the latter part of the 
nineteenth century when programs developed in 
hospitals under direction that related them to 
patient needs. 

The period of organized activity in the care 
of psychiatric patients laid the professional ground 
for occupational therapy and gave it that com- 
prehensive quality of considering the total needs 
of the patient. He is a total personality with 
somatic as well as psychic needs. Early programs 
met these needs with equal focus though some- 
what casual recognition of the dynamics involved. 
Activity was the keynote. Let’s call this the 
Do-it-your-whole-self period. 

World War I brought an emphasis on muscle 
function. Get kinetic, get specific and get it 
measured—and we did. We grew in size and 
we grew in our ability to analyze problems and 
point up our efforts to spearhead those problems. 
We also started recording our results more spe- 
cifically. We became more scientific but we lost 
some of our understanding of the whole man. 
This was the Used-parts period. We learned to 
contribute more specifically to a total program. 
We began to see occupational therapy take its 
place with other disciplines. 

The Educational period came between the wars 
when we had time to set down and really “learn” 
all we had learned. We organized our educa- 
tional pattern; we sought help from the AMA 
in accrediting our schools; we developed the me- 
chanics of professional education as we developed 
new courses across the country. We grew in 
stature and in quality. 

This educational effort overlapped another war 
and we were very busy, remember? It was a 
total push on occupational therapists as well as 
on program. Demands were high, needs were 
great and again we heard the cry of the “whole 
man.” The whole man needed a whole program 
and yet he had some serious needs in special 
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places. This really began our Bifocal period. 
We became able to concentrate on specific needs 
of the patient and yet keep his total needs in 
focus. We learned to combine both points of 
view in a program of activity, keep the patient’s 
interest and spirit functioning aggressively and 
jot it down when we had time. This was a de- 
manding program. Occupational therapy met it 
well in key instances and relatively well in others. 
The pattern of growth does not take place in all 
parts equally at all times. But the pattern of 
growth is constantly with us. 


A post-war period is one of recovery—recover- 
ing all we had leaerned under the intensity of 
emergency effort. It takes time to think, to eval- 
uate and to crystallize what we have learned into 
stable action. This is difficult in the face of 
mounting demands. Our numbers are greater 
than. ever but so are the vacancies. Though short- 
staffed we must carry full programs while we are 
reflecting. Let us call this our Two-a-day period 
when we wear two hats and turn two grindstones. 
Let us forsake neither the program nor the re- 
flective study. 

We have taken on an attitude of self evalua- 
tion that is not usual in professional groups. We 
are not afraid to look with surprising objectivity 
on what we have done and what we want to do. 
We see the development of a profession that has 
built a demand for itself faster than it has ever 
been able to fill the ranks. We see need for 
further development to keep abreast of our own 
high ideals. The AOTA has been aware of our 
readiness for inventory and has made possible 
the structure on which to proceed. 

Through the council on education the commit- 
tees related to education have constantly appraised 
our teaching programs: what we teach, how we 
teach and what results we get from teaching. The 
committee on clinical procedures is evaluating 
the scope and procedures of occupational therapy 
in the clinical program and relating it to clinical 
needs as indicated by the trends in medical pre- 
scriptions. Other committees have investigated 
many of our needs on the basis of why such 
needs have developed. 

The national office under Miss Fish’s direction 
has aggressively sought financial opportunities 
that would allow us to question ourselves even 
more intensively. The recent institute sponsored 
by funds made available through the Office of 
Rehabilitation is an outstanding example. Other 
projects of inquiry and information are similarly 
sponsored in our schools; more are being sought. 
The forthcoming institute for inquiry into our 

psychiatric programs and teaching facilities, spon- 
sored by a grant from the National Institute for 
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Mental Health, again allows us to pursue our 
inquiry. Others could be mentioned—this is a 
stimulating period of appraisal. 

The Medical Advisory Council, recently invited 
to assemble and help us in our evaluation, has 
made healthy, critical comments on where we 
are going and how to get there. 

The spirit throughout the entire organization 
is one of constantly growing investigation of 
where occupational therapy can intensify its con- 
tribution to the total pattern of recovery and 
adjustment and how we can better record our 
results. Focus must be laid on that part of the 
pattern which is specifically related to perform- 
ance with direct emphasis on improving and eval- 
uating physical and emotional function. All this 
must relate to the social and economic attainment 
of the patient under the guidance of “medicine.” 
We are grateful to “medicine” for its constant 
support and guidance and occasional reprimand 
to steer us in our growth. 

You who have accomplished all this through- 
out the years can look with pride on the structure 
as it stands and its healthy state of self evalua- 
tion. Let us continue this aggressive attitude 
toward our own growth. Let us pursue the course 
of events already started and chart new channels 
as the need appears. 

I am most grateful to the many people who 
have helped this administration to continue the 
course of development. It is with confidence and 
a sense of anticipation that I turn over the re- 
sponsibilities to Major Ruth Robinson, our very 
capable and clear-thinking president-elect. Serv- 
ing you has been my pleasure. 

Henrietta McNary, O.T.R. 
President 


From the Executive Director 


Since 1951 the Association has received ap- 
proximately $101,000.00 in new grants repre- 
senting financial assistance from four different 
agencies. These grants include two from the 
National Foundation for Infantile Paralysis for 
recruitment and publicity programs; two from 
United Cerebral Palsy for undergraduate scholar- 
ships; one from the Department of Health, Edu- 
cation and Welfare, Office of Vocational Rehabil- 
itation for a one week institute; one from the 
National Institute of Mental Health which will 
be described in this column. This represents out- 
standing and generous help from these groups 
who believe in what we are doing. Each repre- 
sents assistance in a different facet of our Associa- 
tion program—personnel, educational, clinical— 
and has enabled us to achieve results not other- 
wise possible within our own limited resources. 

There have been announcements and reports 
presented t> you from time to time on these and 
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most of you have participated in one way or an- 
other in their implementation. The OVR insti- 
tute for school and clinical training directors was 
written up in the August issue of AJOT. The 
educational secretary’s column this month carries 
information on the current United Cerebral Palsy 
scholarship grant. The new National Institute 
of Mental Health grant which is getting under 
way as this issue of AJOT reaches you is a 
project entirely different from anything the Asso- 
ciation has previously attempted. It is a big un- 
dertaking and we want it to be outstanding. The 
subject of our financial grants is an appropriate 
one for this column as these grants are a vital 
part of our professional life-line and charge each 
one of us with a serious responsibility for putting 
forth our best endeavours to accomplish maximum 
results. 
Psychiatric Institute 

The proposal submitted to the National Insti- 
tute of Mental Health requested a grant of funds 
for a period of 18 months (July, 1955, to De- 
cember, 1956) to organize and conduct a work- 
shop conference entitled, “Maximizing the Educa- 
tional and Clinical Contributions of Occupational 
Therapy to the Total Treatment Program for 
Psychiatric Patients.” Psychiatry was selected 
not only because it is the disability area within 
which a large number of occupational therapists 
are currently practicing but because the concepts 
of total treatment of mentally ill patients have 
undergone considerable revision in theory and 
emphasis in recent years. 

Proposed Plan. The approach and plan for 
this project was developed by a preliminary plan- 
ning committee composed of occupational ther- 
apists with the assistance of several medical con- 
sultants, namely Dr. Donald Carmichael, New 
York State Department of Mental Health; Dr. 
Walter Barton, Boston State Hospital; and Dr. 
Benjamin Simon, a member of the AOTA Med- 
ical Advisory Council. The plan is to hold a 
six to seven day workshop conference to discuss, 
evaluate and synthesize data developed by twelve 
preparatory commissions during the year prior 
to the conference. The conference will provide 
the means for launching a coordinated and con- 
centrated attack on the problem of maximizing 
the educational and clinical contributions of oc- 
cupational therapy to the total treatment pro- 
gram for psychiatric patients. It will be held 
during the latter part of 1956. 

Objective and purpose. The immediate ob- 
jective of the conference is to examine, assess and 
define the current concepts and practice of occu- 
pational therapy in psychiatry in order to refine 
our educational goals and arrive at ways and 
means of improving the preparation of future 
occupational therapists in this area. 
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In recent years, there have been many develop- 
ments and changes in the concepts of treating 
psychiatric patients. These include an aware- 
ness of the reversibility of the process of mental 
illness, the growth of the team approach and 
resulting collaboration of all concerned, utiliza- 
tion of group interaction, and an increasing em- 
phasis on the total individual and the milieu in 
which he functions. The change from custodial 
to remedial approach has brought sharply into 
focus the matter of specific contributions made 
by all persons involved in the daily living of the 
patient. This, in turn, has resulted in the crea- 
tion of both new and overlapping groups con- 
cerned with patient activities and redefinition of 
the functions of various related disciplines operat- 
ing in this changed setting such as psychiatry, 
clinical psychology, social work and nursing. 

The foregoing developments indicate that oc- 
cupational therapy examine its present role in 
the total treatment of the mentally ill, as well 
as review and refine the current preparation of 
therapists to fulfill this role. Such a conference 
would aid materially in focusing on concepts and 
needs which would guide the continued and ex- 
panding growth of educational practices. Such 
knowledge would be reflected in the improved 
preparation and greater ability of future graduates 
of occupational therapy schools to (1) assist the 
patient in achieving specified therapeutic goals; 
(2) participate more effectively in the rehabilita- 
tion program by assisting the patient to find his 
assets and to deal more constructively with his 
limitations; (3) acquire greater skills of observa- 
tion and evaluation as well as the ability to com- 
municate these in a meaningful way and thus 
integrate more fully with the total treatment 
program; (4) utilize and contribute to a greater 
extent to the general milieu of the hospital. 


Plan of approach and techniques. The design 
for conducting the conference has been developed 
as a combination of small workshop sessions, 
plenary sessions and a few invited papers. An 
executive committee of approximately six mem- 
bers will be augmented by twelve people repre- 
senting the twelve preparatory commissions to 
comprise the conference planning committee. This 
planning committee is charged with the respon- 
sibility of developing the details of (1) the con- 
ference schedule; (2) the specific content to be 
covered by the twelve preparatory commissions 
and the conference; (3) the numbers and types 
of personnel to be assigned to the preparatory 
commissions and to be invited to the conference; 
(4) the further refinement of specific techniques 
and procedures to be used in accomplishing this 
project. 

Every effort will be made to insure a produc- 
tive conference by furnishing the participants with 
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a body of well-selected, organized and annotated 
data and basic background materials well in ad- 
vance of the conference for prior study and re- 
view. These data and materials will be devel- 
oped and submitted by the twelve preparatory 
commissions which will include members of oc- 
cupational therapy schools and psychiatric clinical 
centers on a proportional, countrywide _ basis. 
These commissions will be assigned specific topics 
to assure comprehensive coverage of the entire 
field. 

The major portion of the actual conference 
schedule will be devoted to discussions by small 
workshop groups of approximately ten members 
each. Materials prepared by the preparatory 
commission concerned with a given topic will be 
highlighted and reviewed in detail by each of 
the small workshop groups concurrently. Con- 
sideration of the topic will close with a sum- 
marizing plenary session for all participants. It 
is planned to intersperse selected papers presented 
by prominent specialists throughout the week. 


Participants. The team concept approach will 
be employed in order to better utilize the con- 
tributions of other specialties. 

There will be approximately 50 participants at 
the conference: 

Occupational therapy personnel 

OT schools 
OT clinical centers 
Psychiatrists—clinical & administrative 


Allied Professions (one each) 
Art 
Clinical psychology 
Industry 
Music 
Nursing—school 
Nursing—practice 
Recreation 
Social group work 
Social case work 
Vocational rehabilitation 


Representatives 
American Medical Association 
American Hospital Association 
Publication. The project plan calls for pub- 
lication of proceedings of the conference in 
book form. 


Anticipated benefits. The organization and 
development of materials during the project study, 
the deliberations arising out of the conference, 
and the publication of the proceedings should re- 
sult in the following benefits (1) clarification of 
occupational therapy concepts with improved total 
treatment programs for the psychiatric patient; 
(2) clarification of the interrelationship of occu- 
pational therapy with the various related profes- 
sions and their relative contributions to the total 
team approach; (3) translation of the “best” in 
current concepts and techniques in clinical prac- 
tice into educational goals which will insure the 
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improved academic preparation of future occu- 
pational therapists; (4) development of fruitful 
hypotheses which will stimulate further special 
studies and research projects; (5) utilization of 
the data in the development of potential recruit- 
ment and publicity materials which will attract 
more manpower and relieve existing personnel 
shortages in the treatment of the mentally ill. 


Marjorie Fish, O.T.R. 
Executive Director 


From the Educational Secretary 


You will be pleased to know that United Cere- 
bral Palsy has recently granted a scholarship fund 
of $10,000 to the American Occupational Ther- 
apy Association for the academic year 1955-56. 
This is the second year that this organization has 
assisted students in occupational therapy through 
scholarships for basic undergraduate training. We 
are truly grateful for their continued interest and 
cooperation in the effort to help increase the ranks 
of well qualified registered occupational therapists. 


At the 1955 midyear meeting, the scholarship 
committee presented a framework for administra- 
tion of scholarship funds which was approved by 
the Board of Management (see AJOT IX, 4, 
1955, page 175). Following this, the scholar- 
ship committee held a special meeting in con- 
junction with the committee on schools and cur- 
riculum, April 19, 1955. After various possible 
methods of prorating the scholarship fund were 
discussed it was voted that the current United 
Cerebral Palsy fund for 1955-56 be distributed 
to the schools of occupational therapy on the 
basis of approximately a one-year tuition to each 
school. 

Grants are, therefore, to be forwarded soon to 
participating schools in accordance with the fol- 
lowing methods. 


PROCEDURES 
FOR 
UNITED CEREBRAL PALSY 
SCHOLARSHIP FUND 
1955-56 
I. Grants from this fund will be made directly to the 
college or university within the ensuing policies: 

A. The school of occupational therapy must indicate 
to the AOTA an interest in scholarship participa- 
tion. This agreement will be forwarded to AOTA 
on the official form provided immediately and 
not later than September 30, 1955. 

B. The scholarship committee of the college or uni- 
versity will be responsible for the selection of 
scholarship recipients. A scholarship committee 
must be established if one is not already function- 
ing. 

C. The regular scholarship application form of the 
college or university will be used. 

D. The applicant for a scholarship award must be 
recommended by the occupational therapy direc- 
tor. 


E. The final decision of the scholarship committee is: 
to be approved by the occupational therapy direc- 
tor. 

F. The distribution of funds to the recipients must 
be made prior to completion of the 1955-56 
academic year. 

G. The college or university will report to AOTA. 
in regard to the distribution of funds on Febru- 
ary 1 and June 1, 1956. Forms for these reports 
will be supplied to the schools at a later date. 

H. Awards will be made from this fund for tuition 
costs only. 

II. Grants will be prorated from this fund on the basis 
of approximately a one year tuition to each school. 
A. In instances where resident and non-resident tui- 

tion fees are required, the amount of this grant 
will be determined by the average of the two. 

B. The award made to the school may be divided 
between two or more students upon the recom- 
mendation of the occupational therapy director. 

III. In order to be eligible to receive a scholarship award 

from this fund, a student must: 

A. Be in the junior, senior, 18 month course or 
clinical training year. 

. Have completed one semester in the school of oc- 
cupational therapy. 


We wish to thank United Cerebral Palsy for 
their continued interest and their significant con- 
tributions toward the profession of occupational 
therapy by assisting in the basic education of 


future well qualified registered occupational 
therapists. 


AVAILABLE SCHOLARSHIPS 

It is with pleasure that we list scholarship funds 
available for undergraduate and graduate or spe- 
cialized study in occupational therapy. We are 
indeed grateful to the organizations who are thus 
contributing toward the growth and development 
of occupational therapy by assisting students and 
therapists to gain the basic and specialized train- 
ing necessary for them to fulfill their roles in 
the rehabilitation team. 


UNDERGRADUATE SCHOLARSHIPS 


Daughters of Union Veterans of the Civil War 

Three $300 undergraduate scholarship awards 
for 1955-56. Occupational therapy schools will 
receive information at an early date in regard to 
application procedure. 


Elks National Foundation 

A limited number of grants are available for 
undergraduate training in occupational therapy. 
Further information and application blanks may 
be secured from Mr. John F. Malley, Chairman, 
Elks National Foundation, 16 Court Street, Bos- 
ton 8, Massachusetts. 


Kappa Delta Phi Sorority and the National So- 
ciety for Crippled Children and Adults 

A limited number of scholarships are available 
for undergraduate training in occupational therapy. 
Application forms may be secured from the Train- 
ing and Employment Service, National Society 
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for Crippled Children and Adults, 11 South La 
Salle Street, Chicago 3, Illinois 


National Tuberculosis Association 


A limited number of fellowships are available 
to students interested in working in the tubercu- 
losis field upon completion of training in an 
accredited school of occupational therapy. Direct 
all inquiries to: Personnel and Training Service, 
National Tuberculosis Association, 1790 Broad- 
way, New York 19, N. Y. 


United Cerebral Palsy 


A scholarship fund has been granted to the 
American Occupational Therapy Association for 
the academic year 1955-56. Application for 
awards from this fund is made through the school 
of occupational therapy which has accepted the 
student for professional training. 

Vocational Rehabilitation Act of 1954 (Public 
Law 565, 83rd Congress) 

Traineeship grants were made available under 
this act to assist in paying expenses of students in 
basic undergraduate training in occupational ther- 
apy. Application blanks are available from the 
school of occupational therapy which has accepted 
the student for professional training. 


FELLOWSHIPS AND SCHOLARSHIPS 
FOR 

GRADUATE AND SPECIALIZED TRAINING 
Alpha Chi Omega Fraternity and the National 
Society for Crippled Children and Adults 

A few scholarships are awarded jointly by 
these organizations for study in the specialized 
methods of treatment and training of cerebral 
palsied children. Applications should be made 
to the Training and Employment Service, Na- 
tional Society for Crippled Children and Adults, 
11 South La Salle Street, Chicago 3, Illinois. 


Alpha Gamma Delta and the National Society 
for Crippled Children and Adults 


Fifteen to twenty fellowships are available each 
year for specialized training in counseling and 
placement of severely handicapped persons in- 
cluding those with cerebral palsy, a course given 
at the Institute for Physical Medicine and Re- 
habilitation of the New York University-Bellevue 
Medical Center, New York City. Application 
forms may be secured from the Personnel and 
Training Service of the National Society for Crip- 
pled Children and Adults, 11 South La Salle 
Street, Chicago 3, Illinois. 

College of Physicians and Surgeons, Columbia 
University, Postgraduate Courses in Cerebral Palsy 

A list of suggested scholarship sources will be 
forwarded on request. Direct all inquiries to the 
Office of the Dean, College of Physicians and 
Surgeons, 630 West 168th Street, New York 32, 
New York. 
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Elks National Foundation 


A limited number of scholarships are available 
to occupational therapists for specialized training 
in the field of cerebral palsy. Application blanks 
may be obtained from Mr. John F. Malley, Chair- 
man, Elks National Foundation, 16 Court Street, 
Boston 8, Massachusetts. 


The National Foundation for Infantile Paralysis 


A limited number of scholarships are available 
to properly qualified candidates as instructors and 
administrators in occupational therapy schools. 
Application blanks may be obtained from the 
Division of Professional Education, The National 
Foundation for Infantile Paralysis, 120 Broadway, 
New York 5, N. Y. 

Scholarships are available through The Na- 
tional Foundation for Infantile Paralysis for the 
Poliomyelitis Workshop for Occupational Ther- 
apists presented by the Orthopaedic Hospital, the 
University of Southern California and the Rancho 
Los Amigos Respiratory Center for Poliomyelitis. 

Scholarships for the Georgia Warm Springs 
Foundation graduate course in the care of polio- 
myelitis are available from The National Founda- 
tion for Infantile Paralysis. Applicants must 
have had two years of experience. 


National Tuberculosis Association 


A limited number of fellowships are available 
for graduate study in an accredited school of oc- 
cupational therapy for persons interested in work- 
ing in the tuberculosis field. Direct all inquiries 
to the Personnel and Training Service, National 


Tuberculosis Association, 1790 Broadway,’ New 


York 19, N. Y. 


Vocational Rehabilitation Act of 1954 (Public 
Law 565, 83rd Congress) 


This act authorizes the Office of Vocational 
Rehabilitation to make traineeship grants to assist 
in paying the expenses of teaching personnel dur- 
ing (a) attendance at short-term courses in re- 
habilitation procedures; (b) short-term periods 
of practice in rehabilitation procedures. Applica- 
tion forms may be secured from the Director of 
the Office of Vocational Rehabilitation, Depart- 
ment of Health, Education and Welfare, Wash- 
ington 25, D. C. 


Mary Frances Heermans, O.T.R. 
Educational Secretary 


Learning... 

(Continued from page 189) 

8. Peters, H. N., Murphree, O. D, and Warford, W. R. 
“An Experimental Evaluation of Guided Problem 
Solving as Therapy in Chronic Schizophrenia,” Pro- 
gram, 110th Annual Meeting of the American Psy- 
chiatric Association, (St. Louis) May, 1954, p. 79. 

9. Wilcox, P. H. “The Gardner Behavior Chart,” A meri- 
can Journal of Psychiatry, Vol. 98, pp. 874-880, 1942. 
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PEOPLE YOU SHOULD KNOW 


MARGARET BARR FULTON 
A Biographical Sketch 
by 
DOROTHY BRAMWELL 


In 1946 a handful of occupational therapists, 
trained at the Astley Ainslee Hospital, Edinburgh, 
decided that their number was large enough to 
warrant reconstituting the Scottish Association of 
Occupational Therapists. This small body, con- 
sisting of craft teachers and a few occupational 
therapists working mostly in mental hospitals, had 
flourished until 1940, when it had become im- 
possible for them to continue holding their meet- 
ings. The last secretary of the association was 
Miss M. B. Fulton. I was chosen to visit Miss 
Fulton in Aberdeen to enlist her support in our 
project. That was the first time chat I had met 
her and I will never forget her kindness and hos- 
pitality on that occasion. This hospitality in- 
cluded a banana on my breakfast tray! I have 
never discovered how she got it. (Bananas in 
those days were reserved for children and those 
over seventy.) 

Although this was my first meeting with Miss 
Fulton, she had been working on the staff of the 
Royal Mental Hospital, Aberdeen, since 1925. 

Born in Manchester, of Scottish parents, Miss 
Fulton on leaving school had traveled to the 
United States for further study. She graduated 
from the Philadelphia School of Occupational 
Therapy in 1923 and after working as assistant 
occupational therapist in the Metropolitan Hos- 
pital, Welfare Island, New York City, she re- 
turned to Scotland and was appointed to the 


Royal Mental Hospital, Aberdeen, where she has 
worked ever since. 

There are not many people who could work 
for thirty years in one place without becoming 
stale. Miss Fulton is one of those few. Perhaps 
her interest in human nature helps her to do 
this. She has a deep sympathy with, and under- 
standing of, her patients, which does not cease 
when they leave the hospital. Much of her spare 
time is spent in after-care work and in visiting 
her ex-patients in their homes. Her genuine in- 
terest in their welfare encourages them to keep in 
touch with her and no letter goes unanswered. 

Miss Fulton is a real craftsman. She delights 
in beautiful things and she has the gift of teach- 
ing others to appreciate good work and to accept 
nothing of a low standard. She is continually 
looking for new ideas and has been known to 
stand in front of a shop window making a sketch 
of something that has caught her eye, or to fol- 
low a child in a busy street until she has memo- 
rized the toy he is carrying. (In her work with 
the patients and her development of new ideas, 
she has been assisted for many years by Mr. Wills, 
also a craftsman in the true sense of the word.) 


Miss Fulton enjoys all young people; and 
students who may work for only a few weeks 
under her, visit her again and again and con- 
tinually speak of her kindness, assistance and 
patience in helping them to prepare for their 
examinations. When graduation day arrives, she 
never fails to send a telegram to the “Aberdeen 
Sextet.” 

It is never easy to get near her at any gather- 
ing, as she is always surrounded by young people 
eager to tell her of their doings. She is one of 
those rare people who are good listeners. In 
her own words, Miss Fulton is “allergic to red 
tape.” She will never hesitate to fight the cause 
of someone less fortunate than herself and she 
does not let the matter rest until she has won 
the day. Under her quiet, sweet manner she 
hides a strong determination which is difficult 
to withstand. 

As president of the Soroptimist Club in 1937 
and of the Scottish Association of Occupational 
Therapists from 1947 to 1949, as well as other 
activities, Miss Fulton has had much experience 
as a leader. When the planning commission 
met in Liverpool in 1952 to formulate the con- 
stitution of the World Federation of Occupational 
Therapists, Miss Fulton was elected president of 
the new organization which is of such great im- 
portance to all occupational therapists. No one 
who had the privilege of attending the first con- 
gress of the Federation in Edinburgh in August 
of 1954 could fail to be impressed with her 
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suitability for the position and to appreciate the 
great charm and graciousness with which she 
presided. 

Miss Fulton’s sense of humor is perhaps her 
greatest gift. Her letters to a busy group work- 
ing under her contain not only encouragement 
and wise advice, but a thought or a turn of phrase 
which will delight that jaded committee for weeks 
until the next letter arrives with a further gem 
to carry them on. 

I will never forget that visit to Aberdeen at 
which I met the pioneer of occupational therapy 
in Scotland. Many times since I have been to 
her department, where she keeps open house not 
only for Scottish occupational therapists, but also 
for members of the profession from overseas, sev- 
eral of whom have worked with her. No one 
who comes in contact with Miss Margaret Barr 
Fulton, M.B.E.—Peg to her friends—fails to 
make an effort to see her again, and if this is 
not possible, they keep in touch by letter. 


EDITORIAL 


PROGRESS NOTE 


The term “occupational therapy” means “work 
treatment” but too often the emphasis is on work 
and not treatment. In fact many prescriptions 
refer the patient to occupational therapy with no 
other specific instructions because “keeping the 
patient busy” is all that is necessary. 

However special note must be taken of the re- 
search study conducted by Dr. Peters and de- 
scribed on page 185 of this issue. His study 
emphasizes that involving the patient in the 
learning process is the basis for a successful treat- 
ment program. Activity alone is not enough. 
A planned program of learning is needed to gain 
any notable progress in schizophrenic patients. 

Dr. Peters has limited his study to a specific 
group. We can only hope others will study his 
project and enlarge the scope of his initial efforts 
so that results can be obtained in all cases for 
which occupational therapy has been prescribed. 

Dr. Peters has offered us a most effective basis 
for the true evaluation of our professional train- 
ing. Let us benefit from his work, enlarge upon 
it and gather further proof that only planned 
professional activity can be called treatment. He 
also places upon us the responsibility for main- 
taining a therapeutic activity program carefully 
supervised. Engaging the patient in an activity 
is not enough; we must be certain it is the activity 
necessary to engross the patient, challenge him, 
motivate him and aid him. No longer can we 
place any value on the activity, only on the results 
of the activity. 

Dr. Peters has offered us a progress note and 
a challenge. Let us not ignore this but utilize 
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and take advantage of his research for the better- 
ment of our profession and the patient. 


OT Aide... 
(Continued from page 192) 

activities in the general work detail in line with 
the therapeutic prescription. It is also the aides’ 
role to see that patients do the amount of work 
which is therapeutically beneficial and that they 
do not overwork. The patient at no time is 
supposed to be sacrificed for the job. In some 
instances an occupational therapy aide is not in 
charge of the activity to which a patient is as- 
signed, but rather a craftsman employed by the 
hospital supervises the individual. In these in- 
stances the therapist checks directly to see that the 
therapeutic objective of the work assignment is 
being carried through. 

All aides, regardless of their category, must 
have certain things in common. They must all 
recognize the therapeutic objective of occupational 
therapy and know how to analyze the value of 
a craft for the benefit it has to a patient. In 
their dealings with patients they must be able to 
observe the patients in an objective manner so 
that they can report to the occupational therapist 
any significant behavior which may affect the 
course of therapy with a patient. These observa- 
tions are a very important role for all aides, as the 
aides’ oral reports contribute to the written prog- 
ress report and therapeutic assignment of activity 
by the therapist. The aide must at all times 
show tact and good therapeutic judgment in his 
contact with patients and carry out the basic 
objectives of the clinical area in which he is 
working. 

SUMMARY AND CONCLUSIONS 

The aide who is properly selected, trained and 
placed can contribute a great deal to the better 
functioning of an occupational therapy program 
where sufficient therapists cannot be secured. Ac- 
cording to their qualifications and experience they 
can be utilized generally in four different cate- 
gories: (a) in charge of a clinic, under the super- 
vision of a registered occupational therapist; (b) 
assistant in a clinic, either to a therapist or an- 
other aide; (c) assistant to the therapist in the 
hospital industries phase of occupational therapy; 
(d) in charge of a work detail in the hospital 
industries phase of occupational therapy. There 
need be no undue concern that the aide’s role 
in the occupational therapy program wil! be mis- 
construed as taking the place of a registered occu- 
pational therapist. The aide is limited in med- 
ical background and in his overall scope of activ- 
ities, which can be reduced only through an 
intensive training course in an accredited school 
of occupational therapy. With each playing his 
own specified role, the team of therapist and aide 
can only result in better therapy for the patient. 
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American Occupational Therapy Association 


SEMIANNUAL PROGRESS REPORT 
ON 
RECRUITMENT PROGRAM 
January 1, 1955, to June 30, 1955 


To: The National Foundation for Infantile Paralysis 
120 Broadway, New York, N. Y. 


It gives us pleasure to submit the following report of 
our recruitment program. 


SECTION I: INTRODUCTION 


A. A development of the program outlined in the 
July 1 to December 31, 1954, report: 

Activities of the recruitment and publicity division have 
followed the general outline indicated in the previous re- 
port. However, certain new functions, goals, and pur- 
poses have grown out of the experience of six months 
operation which in no way interfere with the original 
philosophy of responsibility but do, to a degree, alter the 
focus of activities. Primarily, these alterations result from 
a need for top leadership among the membership of the 
American Occupational Therapy Association and a recog- 
nition of this need by the national program. These altera- 
tions dea] primarily with a more internal organization of 
both professional schools and state associations to clarify 
and unify programming for expansion of public informa- 
tion concerning the profession of occupational therapy and 
the attracting of new students to the field. 

These additional activities, devoted to expansion of or- 
ganization, have supplemented production of materials as 
originally scheduled, and have somewhat changed the focus 
of recruitment and publicity on a national level, tending 
to strengthen state association and professional school pro- 
gramming to place emphasis upon local responsibility 
where a more direct approach and a greater degree of 
personal “follow-up” is possible. Major in the expansion 
of recruitment and publicity organization is the establish- 
ment of a geographic breakdown of the nation into seven 
areas coinciding with the Army procurement areas. The 
area chairmen for the professional schools and the state 
associations are experienced personnel (registered occupa- 
tional therapists) on a volunteer basis. 

B. Assistance to state, local groups and professional 
schools during this period has comprised: 

1. Production of materials, a general recruitment and 
publicity kit, a communication at least monthly to advise 
of new information, new production, call attention to new 
programs, publications, etc. 

2. Personal counseling and program building on the 
basis of individual requests from schools, state associations 
or individuals. This service was rendered mainly to small 
groups having no formal organizational or committee 
structure. Fourteen such programs have been constructed, 
several with most satisfying results, some with varying 
degrees of success. 

3. Field trips by the director and national office staff 
to meetings of state associations, recruitment committees 
and visits to professional schools, clinics, hospitals and re- 
habilitation centers. Section III carries lists of places 
visited and meetings attended. 

4. Lists of approximately 900 names of persons in- 
quiring about occupational therapy with a view to enter- 
ing the field have beer forwarded to state associations and 
to professional schools for cultivation, These names were 
culled by the careful rexding of approximately 6,000 
letters of inquiry received by the recruitment and pub- 
licity office during the period of this report. Special at- 
tention and personal letters are directed to those inquirers 
who express definite interest in occupational therapy as a 
profession and who already have some college credits or a 


degree; others receive form letters. In cases where pro- 
spective students indicate interest in attending a particular 
school or a school in a particular geographic area, special 
lists are sent to the schools or areas; otherwise, their 
names are placed on our general listings. 

C. Participation in exhibits and conferences with re- 
lated groups, pertinent to recruitment: 

1. Attendance at National Health Council meetings of 
the education committee and the 1955 Forum, New York. 

2. American Personnel and Guidance Association con- 
ference, Chicago. 

3. Meeting with the physical therapy and medical 
social workers recruitment and publicity consultants; 
meeting with the medical social workers recruitment ad- 
visory committee. 

4. Catholic Hospital Association, St. Louis. 

5. American Psychiatric Association, Atlantic City. 

D. Implementation. Use and distribution of materials. 

Letters and other communications, several monthly, 
have been forwarded to schools and state associations call- 
ing for attention to materials available and suggesting 
uses of same. 

1. Two special items were produced specifically for 
the American Personnel and Guidance conference with a 
view to attracting attention of persons in this field. They 
were throwaway sheets geared to the initial cultivation of 
high school and junior high school students, and a short 
form order blank, listing other materials of special in- 
terest to counselors. (Approximately 750 of each of these 
items were distributed at the occupational therapy exhibit 
during the conference.) 

2. The following other new materials have been pro- 
duced and are in distribution: 

a. A new format for pre-professional and suggested 

curriculum information. 

b. A recruitment and publicity kit. 

c. New general folder entitled “Helping Others to 
Help Themselves.” 

d. New training folder entitled “How to Become a 
Registered Occupational Therapist.” 

e. Set of nine posters for speakers, 17” x 22”, blue- 
printed. 

f. Speakers’ handchart intended specifically for use 
with posters in addressing high school or junior high 
school audiences. 

3. Miscellaneous materials. 


SECTION II: OTHER ACTIVITIES AND PROGRAMS 
A. SURVEYS: 


1, Survey of all state associations and professional 
schools re: internal organization and recruitment and pub- 
licity needs. 

2. Survey of the professional schools to determine 
what degree these facilities are being used. 

3. Survey of state associations to determine number of 
members and meetings scheduled. This will contribute to 
a more logical numbering and timing of distribution of 
information and materials. Preliminary examination of 
these reports show that approximately 50% of the state 
associations meet monthly and only 25 per cent hold four 
or less general membership meetings during the fiscal year. 
There is evidence that the latter groups are located in 
states of extensive geographic area and that the general 
meetings are supplemented by meetings of members in 
more localized geographic districts of the states. The 
state associations are active groups, contributing, with 
joint endeavor, to the well-being of the profession. 

B. Special meetings: 

1. Organization meeting of countrywide area com- 
mittee at Topeka, Kansas. 

2. Meeting of all school directors. 

C. Distribution activities: 

1. Responses to mail requests for information, 5,841. 
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2. General correspondence, including bulletin mailings, 
special mailings with state chairmen and school direc- 
tors, 15,123. 

3. Bulk package distribution of printed materials (25 
to 500 per). 

4. Materials distributed at meetings and exhibits, 7,- 
700 pieces. 


SECTION III: SPECIFICS OF FIELD WORK 


Group I: Meetings arranged (planning, calling meet- 
ing, preparation of agenda and research). 


Persons 
Atttending 
1. Organizational meeting, area program, Topeka 
(5. sessions) 17 


2. Area schools committee meeting with school 
directors, New York City (1 session) 


GROUP II: Groups addressed 
Pennsylvania Occupational Therapy Association 


(regular meeting), Philadelphia ...................-.-.- 65 
New York Occupational Therapy Association, an- 
nual meeting), New York City .............-.-.---:-+-+- 70 
American Occupational Therapy Association (mid- 
year meeting, 3 sessions), Atlanta .................-.-- 75 
Georgia Occupational Therapy Association (annual 
meeting), Atlanta 75 
Illinois Occupational Therapy Association (regu- 
lar meeting), Chicago : 40 
Mid-Atlantic Regional Occupational Therapy con- 
ference (eight states), Atlantic City .................- 80 
Connecticut Occupational Therapy Association (an- 
nual meeting), Stratford 40 


Wisconsin Occupational Therapy Association, ex- 
ecutive committee (special meeting), Milwau- 
kee 

Michigan Occupational Therapy Association (an- 


nual meeting), Detroit 200 
Milwaukee-Downer College, alumnae tea, Mil- 

waukee 20 
Menninger Foundation Clinic, staff luncheon, To- 

peka, Kansas 15 


Group III: Visits to professional schools 

Columbia University, New York 

Michigan State Normal College, Ypsilanti 

Milwaukee-Downer College, Milwaukee 

Mount Mary College, Milwaukee 

Richmond Professional Institute, Richmond 

University of Pennsylvania, Philadelphia 

Western Michigan College of Education, Kalamazoo 
Group IV: Visits to occupational therapy departments 

Philadelphia General Hospital, Psychiatric Division, Phila- 
delphia 

Germantown General Hospital, Germantown, Pennsylvania 

Topeka State Hospital, Topeka 

Cerebral Palsy Clinic, Milwaukee 

Curative Workshop, Milwaukee 

Milwaukee General Hospital, Milwaukee 

Children’s Hospital, Milwaukee 

State Hospital, Northville, Michigan 

Institute of Physical Medicine and Rehabilitation, New 
York 


SECTION IV: MATERIALS AND PROGRAMS IN 
PROCESS AND PROJECTED DUR- 
ING REMAINING PERIOD OF 1955 
GRANT (November Ist) 

A. In Process: 


1, Recruitment and publicity kit, Factor 4, Sections a and 


a. Radio programs 
b. Television programs 
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2. A complete school kit of recruitment and publicity 
materials and information for the use of professional 
schools with the following factors: 

a. A recruitment and publicity program in a profes- 
sional school 

. The function of publicity media 

The student recruitment committee 

. The general committee 

A specimen program 

report on a survey carried out at the Texas State 
College for Women, Denton, Texas, showing the 
major and minor factors of recruitment and publicity 
media which led over 100 young women to enter the 
field of occupational therapy. This report will show in 
numerical value those persons attracted to the field by 
printed brochures, personal contacts by conversation or 
letters, books, magazine articles, radio, television, news- 
papers, etc. 

4. Questionnaire to all state chairmen and school direc- 
tors to determine what use they have made of the lists 
of prospective students sent from this office. 


In an effort to emphasize the importance and possible 
value of student organization on recruitment in the pro- 
fessional school, we have devoted an entire section of the 
schoo] kit to this subject. While many of the schools al- 
ready have some student participation in their recruitment 
and publicity program (in one school, Mount Mary Col- 
lege, the entire program is a student project) it is our 
hope that all professional schools will utilize this channel 
to a greater degree. 


B. Projected: 


1. Format for area committee letterhead. 
2. Format for reporting cards as requested by both 
area and school committees. 

3. Set of 33 television spots with depictions. Copy will 
be made available free to state associations and schools; 
depictions will be distributed on a cost basis for reproduc- 
tion. 

4. Projected three-year program and directives for 
area committee activities. 

5. Recommendation for future recruitment and pub- 
licity programming on a national level. 

6. New issues of the recruitment and publicity bulletin. 


SECTION V: SUMMARY 


Findings to date indicate that the national recruitment 
and publicity program for 1955 has helped markedly, in 
the minds of all registered occupational therapists and their 
state associations and professional schools, to point out: 


1. The responsibility of each individual to represent 
and interpret his profession in vital fashion to co-workers 
and to the community as a whole. 


2. The importance of the individual to the success of 
national as well as local programming for recruitment 
and publicity. 

3. The position of the schools of occupational therapy 
in national recruitment and publicity programming. 

4. The interdependence of the two arms of the organi- 
zation (state associations and professional schools) for 
good recruitment and publicity programming. 


‘These all being positive, and a realistic report requir- 
ing some negation to prove its worth, we are not reluctant 
to state that much more needs to be done to approach the 
ideal to which all are dedicated—an active, effective and 
continuing program of public relations and public infor- 
mation. The necessity to produce more basic mechanics for 
such a program has precluded the development of the 
standard type of “national promotion” which includes 
national productions in all publicity media. This indi- 
cates the practical aims which have had to govern our 
activities to date. 
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We continue to work jointly with related agencies in 
cooperative efforts toward effective strengthening of man- 
power needs. Among these are National Health Council; 
publicity for and continued distribution of Health Ca- 
reers; Defense Advisory Committee on Women in Service, 
continued distribution of Four Futures; participation in 
conference on effective use of woman power, U. S. Dept. 
of Labor. We continue efforts, both national and local, 
for making scholarship aid available to attract more stu- 
dents into our schools. Traineeships under the new Fed- 
eral legislation and continuing grants from several volun- 
tary foundations are proving helpful along with the aid of 
state and community service clubs. 

The officers, national office staff and members of the 
American Occupational Therapy Association wish to take 
this opportunity to state that they consider as a privilege 
their individual participation in the recruitment program 
represented in this report. We are deeply appreciative of 
the interest and generous assistance of the National Foun- 
dation for Infantile Paralysis. 


Respectfully submitted, 
Marjorie Fish, O.T.R. 
Executive Director 

Dorothy M. Lehman, Director 
Recruitment and Publicity 


THREE SPECIAL COURSES 


The Philadelphia School of Occupational Therapy is 
offering three special courses under the sponsorship of the 
U.S. Office of Vocational Rehabilitation. 

A workshop on advanced psychiatric occupational thera- 
py, with emphasis placed on therapeutic opportunities and 
the role of the therapist in relating to different types of 
patients, will be given from January 23 through February 
3, 1956. 

A two weeks course emphasizing organization, admin- 
istration and supervision, as part of the responsibility of 
every occupational therapist, will be given from February 
13 through February 24, 1956. The techniques discussed 
will include job analysis, supervisory and teaching meth- 
ods, communication, budget preparation and others as in- 
dicated. Special attention will be given to the needs and 
problems of those taking the course. 

A four weeks course from March 5 through March 30, 
1956, will present concepts in rehabilitation such as perti- 
nent legislation, contribution of community resources, 
use and interpretation of tests and measurements, self-care 
and daily skills, and self-help devices. Special emphasis 
will be placed on the psychodynamics of the handicapped 
individual. 

Applications are now being accepted. For further in- 
formation write: 

The Philadelphia School of Occupational Therapy, 
419 South 19th Street, Philadelphia 46, 
Pennsylvania. 


DELEGATES DIVISION 


MINNESOTA 


Delegate-reporter, A. Genevieve Anderson, O.T.R. 

During the past year, the efforts of the association have 
been expended in four main channels: committee work 
and projects to increase financial resources for the 1956 
conference, improving the state hospital program, con- 
tinuing recruitment efforts, and keeping members informed 
of current treatment methods in as broad an area as pos- 
sible. 

Using the theme, “Time for Reflection,” the committees 
are going ahead with planning for the Minneapolis con- 
ference. The treasury is steadily increasing with the sale 
of Annotated Bibliographies, AJOT binders, a rummage 
sale, and sponsorship of local “little theater” shows. 

The problems of the state hospital system continue to 
hold an important place in our thinking. A definite for- 
ward step was made with the appointment of Mr. Laurel 
Nelson, O.T.R., as state supervisor of the entire patients 
activities program. Local therapists have been asked to 
submit questions for a revised civil service examination 
for occupational therapists, and the association has been 
asked to consider changes in the job specifications of all 
state activities personnel. 

The Department of Public Health and organizations 
affiliated in the recruitment drives sponsored a career day 
at St. Thomas College at which it was estimated that 40,- 
000 high school students came to hear and see representa- 
tives from industry and the professions. MOTA had a 
booth and has had many inquiries resulting from this 
project. Arrangements have been made with some of the 
local departments to have Girl Scouts qualify for a part 
of their service badge through ten hours of lecture and 
twenty hours of practical observation in occupational 
therapy. 

Our guest speaker for the 1954 upper midwest hospital 
conference was Florence Stattel, who spoke on the “Phan- 
tom Limb,” “Evaluation of Patient Progress,” and as a 
member of a panel discussing “Correlation of Services in 
a Rehabilitation Center.” The 1955 guest speaker for this 
conference was Captain Barbara Knickerbocker, whose 
subjects were “Occupational Therapy in the Functional 
Treatment of Physical Disabilities,’ “Children, Our Great- 
est Teachers,” and, on a panel, “The Emotional Problems 
of the Physically Disabled.” One meeting was devoted to 
student affiliation problems discussed by a panel of stu- 
dents and clinical training supervisors, and several other 
programs were presented by local therapists in varied dis- 
ability areas. 

OFFICERS 
President Neil Kooiman, O.T.R. 
First Vice-President Jean Nelson, O.T.R. 
Second Vice-President..................--.--- Lillian Dosedel,O.T.R. 


Secretary Dorothy Jensen, O.T.R. 
Treasurer Mildred Henly, O.T.R. 
Delegate Genevieve Anderson, O.T.R. 
Alternate Delegate...............-....-....- Marvin Lepley, O.T.R. 


OREGON 
Delegate-Reporter, Grace A, Black, O.T.R. 

The Occupational Therapy Association of Oregon has 
had a stimulating and interesting year. With the addition 
of Miss Ruth Prayer, O.T.R. to the staff of the State 
Industrial Accident Commission, there are now eight oc- 
cupational therapy departments in the state of Oregon. 
Membership continues approximately 17 paid members. 

Monthly meetings have been varied, each meeting being 
held in a different OT department. Meetings for the year 
are scheduled in September, with special notices going to 
each member prior to each meeting. Many outstanding 
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speakers have been heard—a psychiatrist on the personality 
as a tool in the treatment of the psychotic patient; a 
clinical psychologist on his function in the treatment pro- 
gram of the tuberculous patient; and a showing of the 
film “Take It Easy” with discussion of its application to 
the education of the tuberculous patient. 

Through the leadership of Mrs. Marilyn Forse, O.T.R. 
and homemaker, two programs were developed and carried 
out by the entire membership. By invitation of Kay West, 
Radio KEX, 10 weekly radio programs from February 4 
through May 9 covered the various fields of occupational 
therapy. During eight programs on TV-KLOR, some 
specialties in the field of treatment, promotion of recruit- 
ment and integration of OT with PT and the division of 
vocational rehabilitation were presented. 

A special project to raise money for delegate expenses 
was the presentation of a complete layette for “Rickey, 
Jr.” Reed bassinette, plywood wardrobe with hangers to 
size, garments running the gamut of diapers to dotted 
swiss ruffled panties, knitted sweaters, etc.—all were made 
by members of the association, It was fun, successful, and 
profitable. 

Miss Betty Irle, O.T.R., chairman of recruitment and 
publicity, developed and directed the preparation and dis- 
tribution of “recruitment and publicity” folders to all of 
the counselors of the 425 high schools in the state. A 
work meeting enabled the members to cut, stitch, print and 
stuff the folders with material from the national office. 
An extra item included was a complete list of all occupa- 
tional therapy departments in the state, plus the V.A. hos- 
pital in Vancouver, Wash. 


OFFICERS 


President Louis Weidlich, O.T.R. 
Secretary Robert Miller, O.T.R. 
Treasurer Fredda Lamp, O.T.R. 
Chr. Publicity & Recruitment................ Betty Irle, O.T.R. 


WASHINGTON 
Delegate-Reporter, Emily Ann Egan, O.T.R. 


The year 1954-1955 has been a very successful and ac- 
tive one for the members of the Washington Occupational 
Therapy Association. Although our objectives have been 
many and varied we feel that we have accomplished much 
professionally and also gained satisfaction from our un- 
dertakings. 

Ethelmae Anderson has worked diligently on recruit- 
ment and through the medium of radio and television we 
feel that we have reached many people, interesting them 
in occupational therapy as a profession and also educating 
the general public. Speakers have been sent to various 
high schools to speak at career days, spot announcements 
were made over radio, and displays have been prepared 
and sent to various community projects such as the state 
fair and medical meetings. 

The ways and means committee under the able direc- 
tion of Pat Stewart has worked on various fund-raising 
projects. This fall a theatre party was given at the Show- 
boat in Seattle when WOTA took over the sale of tickets 
with good monetary and pleasurable results. A Stanley 
party was held from which we gained a deep fryer. This 
was later raffled off and proved a good source of income. 

A rummage sale is planned for this fall under the di- 
rection of Margaret Anderson. 

The scholarship chairman, Bertha Schrack, awarded the 
annual occupational therapy scholarship to a student at 
the College of Puget Sound. 

Our constitution was revised this year and among in- 
novations we have now two vice-presidents, one from 
each of the main centers. 


AJOT IX, 5, 1955, Part I 


Our state newsletter, WOTA Life, was capably edited 
by Ruth Cox and kept us all up-to-date on the events in 
the local occupational therapy world. The organization 
worked with other allied professions on various projects 
and representatives were appointed to the Washington 
state health council and the Tacoma rehabilitation coun- 
cil. In May a dozen of our members traveled to Van- 
couver, British Columbia, for the seventh annual western 
international physical and occupational therapy confer- 
ence. 

At the present time a committee under Polly Arveson 
is working industriously making favors for one of the 
events at the AOTA convention. 


OFFICERS 
Janette Loutzenheiser, O.T.R. 


Nancy Sanzenbach, O.T.R 


Secretary Polly Arveson, O.T.R. 
Treasurer Harriet Richmond, O.T.R. 
Delegate Emily Ann Egan, O.T.R. 
Alternate Delegate................ Capt. Bertha Schrack, O.T.R. 


Reviews 


A MANUAL FOR TRAINING THE DISABLED 
HOMEMAKER 
Rehabilitation Monograph VII 

Rusk, Howard A., M.D.; Kristeller, Edith L., M.D.; 
Judson, Julia, A.P.T.A.; Hunt, Gladys, R.N.; Zimmer- 
man, Muriel, O.T.R. 

Published by 
The Institute of Physical Medicine and Rehabilitation 
New York University—Bellevue Medical Center 
1955 $1.00, 167 pages 
Reviewed by: Elizabeth Collins, O.T.R. 


With the increasing interest and demand for total re- 
habilitation of handicapped persons has come the need for 
further and more comprehensive information relative to, 
the implementation of rehabilitation techniques. The In- 
stitute of Physical Medicine and Rehabilitation in New 
York has presented, in this newly published monograph, 
material of vital importance to therapists embarking on 
programs for the handicapped homemaker. Methods of 
organizing services for these people within the community 
and/or institutions are written up in detail, The major 
diagnostic groups are discussed and the resultant disabili- 
ties are well analyzed for household activities. Methods 
of work simplification, adapted equipment, charts and 
suggested floor plans are thoroughly presented in written, 
picture and chart form. 

A chapter on sources of information, references and 
terminology add to the value of this monograph. 


YOU AND YOUR RETARDED CHILD 


Kirk, Karnes and Kirk 
Published by 


The Macmillan Company 
1955 $4.00, 184 pages 
Reviewed by: Eleanor C. Kille, O.T.R. 

Here is a down-to-earth, practical guide for anyone 
dealing with a retarded child. This trio of writers has 
put into easy reading a wealth of information for the lay 
and professional person. The manual offers realistic prin- 
ciples, methods and suggestions for helping such indi- 
viduals develop their capabilities. In addition, it is not 
without its solace and help for parents toward the de- 
velopment of a sound philosophy of acceptance of the 
retarded member within the family group. 
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APHASIA REHABILITATION 


Manual and Work Book 
Martha L. Taylor, M.A. 
Morton Marks, M.D. 
Published and distributed by 
The Institute of Physical Medicine and Rehabilitation 
New York University—Bellevue Medical Center 
New York 16, N. Y. 
1955 70 pages 
Reviewed by: Elizabeth Bosley, M.A., Logopedist 
Adaline J. Plank, O.T.R. 

This manual is for an untrained person to use in re- 
habilitation of an aphasic adult patient. It consists of 
short, concise directions with nine steps to teach the patient 
a list of 100 basic words for everyday living. The words 
appear separately in large heavy type, and full page 
photographs of the objects follow. 

The chief values of the book are that the pictures are 
clear and simple, printed words are large and clear, and 
the instructions for the teacher are pertinent and simple 
enough to be easily followed by a layman. 

Aphasia, however, is a very complex problem and can- 
not always be successfully treated by such easy means, 
This book gives no definitive program for the various 
types of aphasia. For instance, the approach to a motor 
expressive aphasia is quite different from the approach to 
a sensory aphasia. Within the sensory aphasias, the ap- 
proach to an auditory sensory aphasia is quite different 
from that to a visual sensory aphasia, etc. 

There is some question as to the advisability of trying 
to approach the problem of aphasia rehabilitation in this 
way. It is like telling a layman what to do for pain in 
the abdomen—instructions would be widely different if 
pain were caused by eating sour apples rather than by ap- 
pendicitis. If no doctor were available, one might give 
some mild and general advice, but one could not cure the 
patient. Therefore, it would seem more effective rehabili- 
tation for aphasia to define symptoms more thoroughly 
and to suggest several possible approaches rather than just 
one formula. 

Assumption seems to be made at Step VI that the pa- 
tient’s only problem is recognition of the printed word. 
His failure to say or “read” the word may stem from 
breakdown at various points in language integration. A 
high percentage of aphasics will be totally unable to ver- 
balize words with procedures here suggested and so de- 
velop considerable frustration. A high percentage will 
also be unable to “read,” that is recognize, words. For 
a small group of aphasics only, will this training outline 
probably produce fairly good progress. 

The difficulties of trying to use this method in terms 
that would be useful and meaningful to the untrained 
person are appreciated. It is hoped that where it is neces- 
sary to use an untrained person to attempt language re- 
training of an aphasic, it is recognized that this is an 
undesirable and temporary expedient. 


OCCUPATIONAL THERAPY WITH 
REFRACTORY PATIENTS 
P. O. O’Reilly, M.B., and J. R. Handforth, M.D. 
American Journal of Psychiatry 
April, 1955 
Reviewed by: Nancy Twelmeyer, O.T.R. 

In an effort to reach deteriorated mental patients, gard- 
ening was used as a therapeutic activity at the Saskatche- 
wan Hospital, North Battleford, Saskatchewan. Fourteen 
female patients (11 schizophrenia, one epileptic, two men- 
tal defective) were selected for the project. All of these 
patients had been in the hospital from five to eighteen 
years and at the time of the study were withdrawn, care- 
less of personal appearance and habits, and were fre- 
quently hyperactive and destructive. Horticulture was 


selected as a means of interesting these patients as their 
previous background was that of an agricultural com- 
munity where many cultivated gardens in the summer 
and raised house plants in the winter. 

The project resulted in better adjustment to the hospital 
environment, improved interpersonal relations, and in- 
creased interest in personal habits and appearance on the 
part of the patients involved. Many became less agitated 
and destructive and showed less indifference to their en- 
vironment which led to participation in other planned 
social activities. 

The article presents a good account of a specific ac- 
tivity used to meet patient needs and illustrates the thera- 
peutic effect of planned activity with severely regressed 
patients. Though normally a function of occupational 
therapy, this activity was conducted by nursing staff mem- 
bers due to the lack of an occupational therapist. The 
article deals briefly with the shortage of trained occupa- 
tional therapists and presents the above as a partial solu- 
tion to this problem. 


KINESIOLOGY 
(2nd edition) 
Katherine F. Wells 
Published by 
W. B. Saunders Co. 

Philadelphia 
1955 $5.50, 516 pp. 
Reviewed by: Caroline Thompson, O.T.R. 

This second edition of a popular text was written for 
students in physical education and physical and occupa- 
tional therapy. While this volume is similar in philosophy 
and purpose to the earlier edition, it has been rearranged 
and largely rewritten. The review of anatomy now comes 
first and develops in great detail the structure and move- 
ments of joints of the extremities. This is followed by a 
section on the mechanics of human motion. The labora- 
tory exercises, now expanded, which accompany each part 
make the book a véry useful and practical aid to the study 
of a difficult subject. Miss Wells has previously pioneered 
in the adoption of simplified terms, substituting the words 
“mover,” “neutraliser” and “stabiliser” for “synergist” in 
its various connotations and thereby clearing much con- 
fusion. She now suggests using the word “attachment” 
accompanied by terms such as proximal and distal, medial 
and lateral, etc. in place of the more usual “origin” and 
“insertion” thus encouraging us to think realistically of 
the reversible nature of this relationship in actual move- 
ments of the trunk and extremities. 

In part two, Miss Wells discusses the musculo-skeletal 
system as machinery, deriving from physics those concepts 
of motion, force and work that apply to body movement, 
and here the explanations have become more elementary 
than before. 

These first two parts constitute two-thirds of the text, 
and taken together form an invaluable introduction to the 
study of the treatment of physical disabilities in occupa- 
tional therapy. The final, sections on principles underly- 
ing basic skills, and on applications of kinesiology, are 
mainly directed towards the field of physical education. 
Yet even here the occupational therapist will discover 
material of interest particularly with the current emphasis 
on work simplification and minimum energy expenditure 
for the cardiac, tuberculous and orthopedically handi- 
capped individual, Anyone attempting to analyze house- 
work and other manipulative processes for reduction of 
the demands made on energy would do well to consider 
the principles stated here. Analyses are made of walking, 
pushing, pulling, and ways are discussed how the occupa- 
tional therapist herself may best apply her energy in lift- 
ing and support and moving without strain. 

Excellent illustrations make this book an interesting and 
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comprehensive reference for occupational therapists in the 
field of physical disabilities, and multiply its usefulness as 
a working manual for students. 


THE REJECTION OF HELP BY SOME 
DISABLED PEOPLE 
Tan Alger, M.D. and Howard A. Rusk, M.D. 
Archives of Physical Medicine and Rehabilitation 
May, 1955 
Reviewed by: Carlotta Welles, O.T.R. 

This paper presents some of the psychological aspects 
of the patient-physician relationship. It appears to the 
reviewer, however, that this is very similar to the patient- 
therapist relationship and that much of this material is 
therefore pertinent to our interest. 

One often encounters patients who reject help or treat- 
ment in one way or another and it is important to under- 
stand why this occurs. These neurotic reactions are a mani- 
festation of the basic personality structure of the indi- 
vidual, patterns which existed prior to the disability. Some 
so-called well or normal people have a need to be better 
than others which is expressed by an unnatural competitive 
attitude. They attempt to gain supremacy by excelling in 
some spectacular way or by minimizing the performance 
of others through criticism of them. This gives a neu- 
rotic kind of satisfaction. Such people seem to feel that 
to accept help is to be inferior, not only in performance 
but as a person, and that those who give that help must 
look upon them as inferior people. Thus they live in 
emotional isolation. 

When this type of person becomes handicapped and in 
need of treatment or help their neurotic pattern is threat- 
ened. They still have their need to excel and may try to 
do so in ways which are incompatible with their physical 
condition. Furthermore, they may reject a part or all 
of their treatment, as to receive it would imply in- 
feriority.* Patients of this sort present problems. Their 
criticisms are annoying, and their refusal of help is frus- 
tating if not hazardous. 

In treating these patients it is important to understand 
not only their attitudes but our own. Any feeling that 
those who must be helped are inferior or any annoyance 
at their behavior will reinforce the neurotic pattern. To 
refuse treatment is to gratify the neurotic need and to 
fail in our responsibility to treat those who require treat- 
ment. Understanding should enable us to see their be- 
havior as an indication of a psychological problem and 
to treat it as such. 


* The reviewer offers the comment that occupational 
therapy, in its attention to areas of poor performance, 
which the patient could otherwise cover up to some extent, 
may sometimes in such cases increase the patient’s feelings 
of inferiority and further the rejection of treatment. 


REPORT OF A STUDY 
ON 
THE USE OF TOYS IN WORK WITH 

CEREBRAL PALSIED CHILDREN 

Margaret Landon, Cynthia Tunison Ream, O.T.R., and 
Marilyn Hill Doebler 
Published by 

The National Society for Crippled Children and Adults 

Reviewed by: Adaline J. Plank, O.T.R. 

This study was carried out in the Meeting Street School 
(a cerebral palsy center) in Providence, R. I., and was 
initiated by the Research Division of the Toy Manufac- 
turers of U. S. A., Inc., in cooperation with the National 
Society. The purpose was to evaluate the usefulness of 
available toys in the physical and mental training of the 
cerebral palsied child. 
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In the summary of findings a thorough analysis was 
made of the toys used as to activities stimulated by them 
and of the desirable features of all toys for these children. 
Most of this information is well known to any OT who 
has worked with this type of child, but she may find some 
toys listed that are new to her and could be used by her. 
The pamphlet could be very useful to a parent, to anyone 
setting up a new cerebral palsy clinic or to a teacher or 
therapist just coming in to this field. 


EVALUATION IN MENTAL HEALTH 


A Review of the Problem of Evaluating Mental 
Health Activities 
Report of the Subcommittee on Evaluation of Mental 
Health Activities, Community Services Committee, Na- 
tional Advisory Mental Health Council. 


Published by 
Public Health Service, National Institutes of Health, 
National Institute of Mental Health 
1955 292 pp. 
Reviewed by: Bertha J. Piper, O.T.R. 

The broad purpose of this publication was to make 
available an extensive annotated bibliography of mental 
health studies which would be especially useful to profes- 
sional research people and helpful, also, to other persons 
interested in any one of the various aspects of mental 
health activities. Four-hundred and _ thirty-one articles 
from professional journals are listed with a brief resume 
of each one. 

The appendix includes five hundred and fifty-two ad- 
ditional titles of articles and studies “which have some 
bearing on the question of evaluation, but a somewhat 
less direct relationship.” The groupings have been ar- 
ranged alphabetically by authors. No attempt has been 
made “to select studies on a basis of quality or adequacy 
in meeting approved research criteria. Rather, an attempt 
has been made to include as many studies as possible which 
have a bearing on the subject of evaluation of mental 
health activities.” 


REHABILITATION OF THE PATIENT WITH 


CHRONIC RHEUMATOID ARTHRITIS 
Edward W. Lowman, M.D. 


Journal of Chronic Disease 
Vol. I, No. 6, June, 1955 


Reviewed by: Elizabeth Collins, O.T.R. 


Dr. Lowman presents a report of a two-year study 
carried on at the Coldwater Memorial Hospital with 
thirty-eight patients with rheumatoid arthritis treated with 
a “combination of medical and rehabilitation measures.” 
The extent of the problem of rheumatoid arthritis, meth- 
ods of evaluation of these patients for rehabilitation, the 
methods and criteria by which these patients were selected 
for this study and the types of treatments employed are 
well discussed in the text and illustrated by charts and 
tables. In his conclusions Dr. Lowman states, “The in- 
troduction of broad rehabilitation measures provides hope 
that the patient who is cripplied with active rheumatoid 
arthritis may be salvaged from total invalidism.” 


16 MM FILMS IN HEALTH, EDUCATION AND 
WELFARE, “H” LIST 
International Film Bureau, Inc. 
57 E. Jackson Blvd., Chicago 4, Ill. 
Free, 8 pages 
Reviewed by: Harold Shalik, O.T.R. 

An annotated list of films for rent or sale by the In- 
ternational Film Bureau on, as the title implies, health, 
education and welfare. A good listing for the files of the 
occupational therapist. 
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CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents, (Average 56 
spaces per line). Copy deadline first of each month pre- 
vious to publication. 


POSITIONS AVAILABLE 


Assistant director required: Qualifications: recognized 
diploma in occupational therapy; a minimum of three 
years’ experience of which at least one year should have 
been spent in the training of students. State age and give 
the names and addresses of three references. Duties: to 
undertake such internal administration of the school, lec- 
tures and tutorials of general occupational therapy subjects, 
and supervision of student training program as the direc- 
tor requires. Term: three to five years (longer if possible) 
commencing January, 1956, or earlier if convenient. Salary 
from date of embarkation to Australia to date of com- 
pletion of term at school with return first class fare by 
sea. Write D. F. Birkbeck, Director, Occupational Therapy 
School of Victoria, 33 Lansell Road, Toorak, Victoria, 
Australia. 


Texas—Immediate openings for registered occupational 
therapists in state mental and tuberculosis hospitals. Op- 
portunities to develop program in large hospitals, to par- 
ticipate in active treatment programs, to supervise clinical 
training or to work as staff therapist. Paid vacation, sick 
leave and retirement plan. Openings in the following 
classifications: OT I $3540 to $4140; OT II, $4140 to 
$4500; OT III, $4,500 to $5,000. Apply—Mrs. Mary 
Alice Coombs, O.T.R., Rehabilitation Supervisor, Board 
for Texas State Hospitals and Special Schools, Box S, 
Capitol Station, Austin, Texas. 

Wanted: Supervising and staff occupational therapists, 
male or female, for rehabilitation center in university 
teaching hospital. Write Harold N. Neu, M.D., Director, 
Rehabilitation Center, Creighton Memorial St. Joseph’s 
Hospital, Omaha, Nebraska. 


Immediate opening for director of occupational therapy 
department. Salary open. Pleasant surroundings and 
working conditions. OT dept. now operating in the New 
Norfolk State Hospital Administration Building, with spa- 
cious quarters, new and modern equipment. Contact Dr. 
C. G. Ingham, Supt., Norfolk State Hospital, Norfolk, 
Nebraska. 

Registered occupational therapist for active 26 bed com- 
munity rehabilitation hospital. Contact M. Dorsen, Adr., 
Middlesex Rehabilitation and Polio Hospital, North Bruns- 
wick, N.J. 

Two occupational therapists for mental hospital in Land 
of Enchantment. Write C. G. Stillinger, M.D., Superin- 
tendent, New Mexico State Hospital, Las Vegas, New 
Mexico. 


O.T.R. to direct department in a modern tuberculosis 
hospital. Progressive program, actively supported by en- 
tire hospital staff, already well established. New York state 
civil service position. Salary $3730-$4720. 40 hr. work 
week, paid vacation, sick leave and retirement plan. Write 
Supervisor of Occupational Therapy, Division of Tuber- 
culosis Control, 28 Howard Street, Albany 7, New York. 


Staff position open for registered occupational therapist. 
Salary open. Pleasant surroundings and working condi- 
tions. Contact Dr. C. G. Ingham, Superintendent, Norfolk 
State Hospital, Norfolk, Nebr. 


Registered occupational therapist for general hospital. 
Forty hour week, no cerebral palsy, tuberculosis or psy- 
chiatric work. Fifty per cent children’s work, other fifty 
per cent general orthopedic and surgical problems. Reg- 
istered occupational therapist in town, at Cerebral Palsy 
Center. Salary open, liberal personnel policies. R. N. 
Brough, Executive Director, Holston Valley Community 
Hospital, Kingsport, Tenn. 

Registered occupational therapist. Rehabilitation center 
located in the Pittsburgh area. Medical program directed 
by physiatrist. Close affiliation with University of Pitts- 
burgh Medical Center. Salary commensurate with experi- 
ence. Good personnel practices. Write Mr. Oscar Kurren, 
Director; Harmarville Convalescent and Rehabilitation 
Center, Harmarville, Pa. 


Wanted: Registered occupational therapist to direct pres- 
ent well established department. Salary dependent upon 
qualifications. Paid vacation, sick leave and retirement 
plan. Maintenance available. Bangor State Hospital, 
Bangor, Maine. 

Opening for registered OT in speech center to treat 
cerebral palsied and aphasic children under direction of 
orthopedist. Opportunity to audit university courses in 
speech disorders, Pleasant working conditions. Apply 
to: Dr. P. A. Lovett, 2400 Jardine, Inst. of Logopedics, 
Wichita, Kans. 


Wanted immediately: registered occupational therapist 
for general physical medicine, rehabilitation in out-patient 
center. Five-day week, three weeks paid vacation, six 
holidays, sick leave, social security. Salary dependent upon 
experience. Write to: Gloria J. Fitzpatrick, R.P.T., 
Director, Ingham County Curative Workshop, 615 N. 
Capitol, Lansing, Michigan. 

Fairfield State Hospital, Newtown, Conn, Positions 
available, occupational therapists and senior therapists; 
40-hour week; new clinical units; three-weeks vacation; 
liberal sick leave and holidays; close proximity to urban 
communities. 


Occupational therapist wanted: A challenging oppor- 
tunity for occupational therapist in rapidly expanding de- 
partment including new building program. Maintenance 
available if desired. Salary commensurate with experience. 
Please write Marion Smith, O.T.R., Director of Occupa- 
tional Therapy, State Hospital, Jamestown, North Dakota. 

Qualified staff occupational therapist in out-patient re- 
habilitation center serving Westchester County. Salary 
commensurate with experience. Contact Eugene Moskowitz, 
M.D., Director, Mobility, Inc., 10 Heatherbloom Road, 
White Plains, New York. 

Staff position open for registered occupational therapist 
interested in treating physical and mental disabilities. Ex- 
cellent benefits and salary commensurate with ability. 
Write Mrs. Evelyn P. Storer, Managing Director, Re- 
habilitation Services, Inc., 200 Court Street, Binghamton, 
New York. 

Occupational therapist—recent graduate to work under 
experienced therapist in children’s treatment center. Gen- 
eralized program. Current salary scale. Home for Crip- 
pled Children, 1426 Denniston Avenue, Pittsburgh 17, 
Pennsylvania. 


Occupational therapist—for arts and crafts program in 
home for aged with a dynamic and professional program. 
Excellent salary and opportunity for professional growth 
and advancement. Springfield Jewish Home for the Aged, 
44 Copley Terrace, Springfield, Mass. 

Immediate openings for occupational therapist to super- 
vise home service team at salary $3,600-$4,100 depending 
on experience; and for occupational therapist for physical 
disabilities on a rehabilitation team. Rehabilitation Center 
of Greater St. Louis, 608 N. Spring Ave., St. Louis, Mo. 
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Immediate openings for occupational therapy supervisors 
on two psychiatric treatment teams. Hospital climate fos- 
ters educational opportunities, professional growth, and 
personal satisfaction from positive accomplishments. Holi- 
day, vacation and sick leave benefits, semi-annual salary 
increases. Salary $3888-4980. Write now to John D. 
Redjinski, O.T.R., Coordinator of Adjunctive Therapies, 
Topeka State Hospital, Topeka, Kansas. 


Positions open for three registered occupational thera- 
pists, including department head. Located in college town. 
Active teaching and treatment program in 3100 bed state 
mental hospital. Salary open. For additional information 
write Personnel Director, Box 151, Norman, Okla. 


Wanted: OT for nursery school and outpatient care 
in expanding cerebral palsy program. Salary open, guar- 
anteed increment. Customary vacations. Full orthopedic 
supervision. Contact: James F. Gamble, Exec. Dir., UCPA 
of Greater St. Louis, 707 Market St., St. Louis, Missouri. 


Do OT?’s exist? This hospital has unusual advantages to 
offer members of this vanishing species—a liberal, OT- 
minded administration; new occupational therapy build- 
ing, fully equipped, but not fully staffed; new living 
quarters; large student training program, wide range of 
craft supplies and activities; salary open and interesting; 
only $316 per year for complete maintenance. Vital sta- 
tistics—state; psychiatric; 3000 bed; center of Connecti- 
cut; 40 hour week; vacation, sicktime, health and insur- 
ance plans as usual; 11 holidays; retirement plan; average 
patient stay—3 months; hospital one of first three to be 
accredited by A.P.A. Central Inspection Board in 1954. 
Are you interested? Contact Mrs. Alice Rogers, O.T.R., 
Connecticut State Hospital, Middletown, Conn. 


Occupational therapist—children’s orthopaedic hospital 
—amputee training background—functional and diversion- 
al therapy experience. Write Virginia C. Pruitt, Superin- 
tendent, The James Lawrence Kernan Hospital for Crip- 
pled Children, Baltimore 7, Md. 


Staff therapist for small private psychiatric hospital 
treating only short term acute cases, Prefer therapist in- 
terested in the textile crafts—knitting, etc. Hospital lo- 
cated within city limits of Baltimore. Please contact (Miss) 
M. Raum, Director O.T., Seton Institute, 6420 Reisters- 
town Rd., Baltimore 15, Md. 


Occupational therapists wanted for 375 bed neuropsy- 
chiatric receiving hospital. Salary $3600.00 with annual 
increases, vacation, holidays, sick leave with pay. Affilia- 
tion with local university. Contact Miss Esther Metz, 
‘O.T.R., Cleveland Receiving Hospital, 1708 Aiken Ave., 
Cleveland 9, Ohio. 


Immediate opening for chief OT—515 bed tuberculosis 
hospital, large medical center in metropolitan New York 
area. Young growing program with clinical training op- 
portunities. Excellent relationship with well coordinated, 
progressive rehabilitation department. 30 hour week, lib- 
eral vacation and sick leave. Salary open, maintenance if 
desired. Contact: Miss Leona Feyer, Rehab, Dir., B.S. 
Pollack Hospital, 100 Clifton Place, Jersey City 4, N. J. 


Wanted: Qualified occupational therapists, male or fe- 
male at junior, senior and supervisory levels to complete 
staff at growing rehabilitation center offering total re- 
habilitation services. Excellent treatment facilities and 
desirable working conditions. Refer inquiries and appli- 
cations to the Administrator, Rehabilitation Center, Inc., 
340 East Madison Street, Louisville, Kentucky. 


Opening for occupational therapist to take charge of 
department in mental hospital. Salary starts at $360.00 
per month advancing by annual increments to $440.00. 
Write Arthur T. Hopwood, M.D., Supt., Cambridge State 
Hospital, Cambridge, Ohio. 
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Occupational therapist for well equipped outpatient 
center established 1950, offering nursery school, speech, 
occupational and physical therapy to cerebral palsied chil- 
dren. Beginning salary $3600, more if experienced. Regu- 
lar increments. Five day week, four week summer vaca- 
tion, nine day Christmas holiday, sick leave, and social 
security. Write Miss Virginia Pettit, Director, United 
Cerebral Palsy of Cincinnati, Inc., 3601 Victory Parkway, 
Cincinnati 29, Ohio. 

Staff therapist positions available. $3600. annually, paid 
vacations, sick leave. Civil Service. Living quarters on 
grounds (optional). Extensive shop and ward program. 
Write Cleveland State Hospital, O.T. Department, Cleve- 
land 5, Ohio. 

Two O.T.R.’s needed to work with physically handi- 
capped and emotionally disturbed patients at institution for 
mentally retarded and epileptic. Good opportunity for 
two friends who would like to stay together. University 
of Florida close by. Write to: Mrs. Florence L. Walters, 
Chief Occupational Therapist, Florida Farm Colony, 
Gainesville, Florida. 


Wanted: Senior occupational therapist. Immediate 
placement in progressive psychiatric hospital located along 
New Jersey shore, near New York City. Salary range 
$3,660.-$4,560. Living accommodations available. Lib- 
eral personnel policies plus attractive retirement benefits. 
Apply: Personnel Director, New Jersey State Hospital, 
Marlboro, New Jersey. 

Staff position open for O.T.R., Sheppard-Pratt Hos- 
pital, Towson 4, Maryland. Write Mrs. Marshall L. Price, 
Director, O.T. 


Registered occupational therapist needed for orthopedic 
position. Responsible for patient treatment and supervi- 
sion of student affiliates. Facilities excellent. Three weeks 
vacation, many benefits. For information write Personnel, 
Michael Reese Hospital, 29th Street and South Ellis Ave., 
Chicago, Illinois. 

Occupational therapist at our new convalescent hospital. 
Sixty beds. Air-conditioned building throughout. Pleasant 
country surroundings. General medicine and surgery. No 
psychiatric or tubercular. Liberal benefits. Salary ‘open. 
Apply: J. A. Rockwell, Personnel Director, The Me- 
morial Hospital, 1501 Van Buren Street, Wilmington, 
Delaware. 


Occupational therapist with at least one year’s experi- 
ence for position at children’s medical center. Exception- 
ally well equipped department, growing in-patient and 
out-patient treatment programs with a variety of diag- 
noses. Developing student training program. Salary open, 
position available February or March of 1956. Write to 
Paul C. Benton, M.D., Medical Director, Children’s 
Medical Center, Box 4014, Tulsa, Oklahoma. 
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SHELLCRAFT—offers an unmatched variety of 
projects for occupational therapy or hobby 
craft. 


) 
Inexpensive—Easily Learned—Interesting 
» Finished work readily saleable— 
7 A Powerful Incentive 
ree Catalog—Seashells, Rhinestones, Pearls. 
Free Catalog—Seashells, Rh Pearl 
) Plastic, Chain, etc. for costume jewelry 
and novelties. 


FLORIDA SUPPLY HOUSE 


P.O. Box 847 (2 Miles South of 
Bradenton, Fla. Bradenton on US 41) 
OUR 2lst YEAR 


CRAFT SUPPLIES 


need for COPPER ENAMELING and JEW- 
ELRY Ma NG, if it’s for JEWELRY, BERGEN has it! 
BERGEN offers the largest selection of earwires, pin- 
bocks, cuff links and all jewelry findings. For COPPER 
ENAMELING, BERGEN has over 300 different shapes 
end copper blanks, over 75 enamels in shaker jars, 
spun bowls, ashtrays, etc. For every need, you'll want 
BERGENS New 19 4 Catalogue, available now. 
25¢ to cover handling costs of this valuable catalogue. 
If you are already on our mailing list you will receive 
your catalogue soon. 


WRITE DEPT. OTJ 


Now... for the first time 


* A new model HERALD LOOM specifically edapted to 
OCCUPATIONAL THERAPY. A wide range of accessories 


offering time-saving quick changes for you. 
See It at “ Conference 


Crafts to arouse the 


CREATIVE INSTINCT 
® Woodcraft kits 
®@ Feltcraft Supplies 
®@ Designs for Feltcraft 
@ Leather Crafts 
® Craft Supplies 


Send for your ~— today 


fy, 


2814 N. 48 Street, Dept. OT 
Milwaukee 10, Wis. 


2080 EDGEWOOD ROAD 
Redweed City, California 


GENERAL ELECTRIC'S SILICON 


Bouncing Putty 


An effective medium for 
exercising the muscles of the 
hand in treatment of polio, 
cerebral palsy, stroke, spastic 
cases. Lasts indefinitely, 1s non- 
hardening, can be autoclaved 
Patients “love it’ and want to 
buy it for home use. At your 
Physicians Supply Co or 


S.R.GITTENS, DISTRIBUTOR— 1620 CALLOWHILL ST., PHILA 30, PA 


_1111 N. 3rd St. Dept. OT 10, Milwaukee 3, Wis. 


Get This 


Valuable Tool! 
* 


ALL-CRAFTS” 
CATALOG 


60 Big pages, packed with thou- Leathercraft 
sands of items in a great variety Enameling 
of crafts. Prices are reasonable. Woodenware 
Service always prompt and com- Metalcrafts 
plete from our large stocks. Since Basketry 
1910. Write for your free copy Ceramics 
today. Many Others 
SAX BROTHERS, INC. 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett's 
catalog listing and illustrating oc- 
cupational therapy materials and 
equipment. 


LOOMS 
Hand or Foot Power 
WEAVING MATERIALS 


Rug Roving, Cotton Yarn 
Carpet Warp, Rug Yarns 


BASKETRY MATERIALS 
Reed — Raffia — Cane 
Wooden Bases and Trays 

Corkcraft 


ART MATERIALS 
Leather and Tools 


SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1868 
306 Main Street Cambridge, Mass. 


VIII 


AJOT IX, 5, 1955 Part I 


& ‘ 
| 
SAX BROS 
| 
128 ST. - HACKENSACK, N. J. 
No more makeshift adaptetiens. 
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Model Herald Loom. Write for 
toils. 
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KNIFORK 


Eating pleasure for the Handicapped 


Lets patient 
and eat ony food with 1 a 
SAFELY. Perfect for bed-tray meals. 


of ground and polished stain- 
less steel. 


MOORE ENGINEERING CO. 
PO Box 43065 


Los Angeles 43 


MAKE CERAMICS 
IN YOUR KITCHEN 


Make Lovely vases, bowls, lamps, trays 


No special skill or equipment needed. New Della 
Robbia Kit contains Miracle Clay, tools, brushes, 
10 glaze colors, illus. instruction book. Clay bakes 
hard and durable in kitchen oven. Try kit 7 days 
at our risk. Only $5.95 postpaid. If not delighted 
return for full refund. Order from SCULPTURE 
HOUSE, Dept. MCA, A310 West 42nd Street, 
New York 36, N. Y. 


for OCCUPATIONAL 
THERAPY items 


Write for FREE 1956 Catalog of 
HANDICRAFT SUPPLIES 


You'll see many interesting projects that provide 
hours of entertainment and education for people 
of all ages. Among them are 


e@ Basketry @ Wooden Plates and 


Boxes 
Metal Etching and 


Tooling 
— Craft and Candle Making 


Tools 


@ Wrought Iron and 
e@ Books Reed Projects 


CLEVELAND CRAFTS CO. 


4705 Euclid Ave. Cleveland 3, Ohio 


Puff-up Crystals 


BRAID LEATHER LINK BELTS | 


Simple—Pleasant—Relaxing 
We manufacture all our belts. 
We sell direct to you. 

All orders shipped promptly. 


You should know more about this 
worth-while product. 


Write for FREE CIRCULAR 
Anderson Leather Co. 30% 


SWEDISH WEAVING 
HUCK TOWEL DESIGNS 


Easy to weave borders for towels, place mats, 
aprons, etc. for gifts or sell for profit. Inexpen- 
sive and excellent for the convalescent limited 
in activities. 


Write for “FREE SAMPLES” of toweling and 
other information to— 


MILDRED V. KRIEG 


P. O. Box 82 Riverside, Illinois 


20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


8/4 Boil-Fast Carpet Warp 
—22 colors on % Ib. tubes. 


pational Therapy Program. 
We have a complete as- 
sortment of yarns for 
home and commercial 
weaving. 


(Write for free samples) 
CONTESSA YARNS Dept. C.W.. Ridgefield. Connecticut 
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A Cratt Activity That's 
> Beautiful and Beneficial 


of fine leathers — full 
size and color range. Our Glove Kit provides 
rewarding occupation with leather, long recog- 
nized for its therapeutic value, 
Each kit contains one pair of table-cut gloves, 
special needle and thread — and simple, easy-to- 
follow instructions. Made of the finest imported 
leather available, Tailored Gloves will = you 
lasting wear and the satisfaction which comes 
from making them yourself. 


Write TODAY for descriptive folder and prices. 


TAILORED GLOVES, INC. 
GLOVERSVILLE, NEW YORK 


Better Your Craft 


IN COSTUME JEWELRY 


Our Creations Are Distinctive 
Our Plating Is Of The Highest Quality 
Our Rhinestones Are The Best 


We are manufacturers of an extensive line 
of plated settings for costume jewelry, spe- 
cifically created for use in occupanona 
therapy. No skill or special tools required. 
We can fill all your needs for settings, rhine- 
stones, pearls, chain, fasteners, boxes, etc. 


DEPENDABLE SERVICE 
HIGHEST QUALITY 
LOWEST PRICES 


Postcard Will Bring Our 1956 Illustrated Catalog 
(O.T.D. Ref upon request 


A. Y. CUIT CO. INC. 


210-K Fifth Ave. New York 10, N. Y. 


PRESCRIPTION 
ERCISE 


For years Margo-Kraft has lived by the theme of ... 
“Serving to Relax the Hands and Minds of the World.” 


NOW ... those necessary therapeutic hobbies and 


crafts are as near as your Post ice. When any item 
in the Craft, Model, or Hobby field is needed as a 
prescription . .. Margo-Kraft delivers. 

You can order your needs from one of the largest 
selections of craft and hobby supplies in the world. 
One order cuts delivery costs...saves time and 
money. AND orders will be shipped within 24 hours. 
FREE illustrated catalog lists ever 30,000 items. Write for 
it on your Institutional letterhead. 


Ceramics Woodcraft Leathercraft 
Tools Metalcraft 

Flower Kits Textiles “Toys 

Bead Sets Paints Kits 

Basketry Weaving Art Materials 


Write Margo-Kraft direct for name of ycur nearest dealer 
WHOLESALE ONLY 


MARGO KRAFT. 


DISTRIBUTORS, INC. 
419 So. 6th Street + Minneapolis 15, Minnesota 


FAMOUS 


SINCE 1872 ¥ 


@ 
LEATHER crner 
Meadguanters 


Your dependable source—for 
the finest quality and variety 
of leathers, craft tools, books, 


complete supplies and proj- 
ects at reasonable prices. 


OVER 82 YEARS OF SERVICE 


Chas. A. Toebe Leather Col 


40 N. 3rd St., Philadelphia 6, Pa. 


NEW CATALOG “rite — Dept. C 
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NOW AVAILABLE 


A separate and entirely different cata- 
logue for the leather worker and crafts- 
man featuring: 


Leathers by the skin, including tooling, 
non-tooling, carving and lining leathers; 
a complete line of buckles, handbag 
locks and accessories, leathercraft tools 
and aids; lacings; knockdown craft kits, 
etc. 


To receive a free copy of this special 
catalogue kindly ask for our No. 100 
Catalogue on your own stationery or 
card. 


© WIDEST SELECTION 
© FINEST QUALITY 
© LOW PRICES 
© SAME DAY SERVICE 


S&S LEATHER COMPANY, INC. 


Colchester 4, Conn. 


A fascinating new 

hobbycraft, based 
on the most colorful 

and versatile art medi- 
um development in years. 
SIMPLE . . . just a few 
turns of SUJI wire bring 
to life a bright array of 

beautiful wire miniatures, knick- 
knacks, party favors, ornaments, gifts. 
FUN . . . an entertaining craft activity 
for individuals or groups. 
CREATIVE . . . encourages individual 
artistic imagination and ability. 
INEXPENSIVE . . . less than 10c¢ worth 
of materials for a simple project. 
SUJI is available in complete con- 
struction kits at 89c and $2.95. 
Refill wire, jigs and cement avail- 
able separately. 

At your bobby shop or write direct 


Send for 28-page instruction manual — 25¢ 


48-411 Van Dam St., 
long Island City 1, N.Y. 


NEWCOMB STUDIO ART LOOMS are 
designed for Occupational Therapy 
. . . Stimulates hand, arm and leg re- 
flexes. 


$1 00 .0O0 Iowa 


This nome or in- 
stitution loom gives 
a patient hours of 
pleasant systematic 
exercise. A patient 
can weave attrac- 
tive artistic rugs, 
drapery materials, 
tweeds and other 
beautiful fabrics 
that receive admira- 
tion... and can be 
sold profitably to a 
ready market in 
their community. 

Weaving is fascinating and profitable and builds 
a new mental attitude towards life in many patients. 
Let us send you our illustrated catalog . . . also list 
of warp and weaving supplies. 


See our display booth at San Francisco, Booth \4 


NEWCOMB LOOM CO. 


Established 1898 
Davenport, 9-3, Iowa 
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Make these LEATHER 
Cuff Links in COLORS! 


No Tools—No Cementing—No Painting 


Most Unusual and Beautiful. 


Wide selection of colors, with infinite variety 
of combinations possible. Calfskin, lizard, etc. 

Write for free O.T. Bulletin on Cuff Links, or 
better yet, rush $2.00 for your Jumbo Kit which 
has plenty of everything, with information. 


ROBERT J. GOLKA CO. 


400 Warren Ave. 
Brockton, Mass. 
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ceramic art materials 


Pemco Clays and Glazes can play an 
important part in progress of the patient. 
They're specially formulated . . . have 
matched firing characteristics that mean 
satisfactory results every time — no 
discouraging “blow-ups”, crazing or crawling. 
(THEY'RE NON-TOXIC, TOO.) 


To keep pace with growing interest and skill, 
Pemco offers a complete line of ceramic 

art materials ranging from materials for 
beginners to materials that give special 
effects for the more advanced. 


Write today for FREE BOOKLET E-10— 
“TIME TO KILN” and for literature on any 
of the following 

CLAYS AND CLAY BODIES 

CLEAR GLAZES 

COLORED GLAZES 

PASGOBES (Underglaze Colors) 


Pottery Arts Division 
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Here’s a fascinating 
PROFITABLE hobby! 


Working and cutting gems is one of the most 
absorbing and rewarding of hobbies. Today, mod- 
ern techniques and tools have brought back the 
ancient art of gem cutting as a practical modern 
hobby, making it so simple and attractive that it 
is rapidly becoming the favorite of amateur crafts- 
men who want to see something of real value as 
a result of their efforts. 


In this complete handbook of gem cutting, an ex- 
pert craftsman and teacher covers every aspect of 
the subject: 


@ How to find precious and semi-precious stones. 
@ How to shape, cut and polish stones. 


@ How to fashion the finished stones into jewel- 
ry and valuable gift pieces. 


@ How to select, use and care for tools and 
equipment. 


@ How and when to buy, supplies, tools, raw 
and finished stones and settings. 


@ How to join the clubs of enthusiasts which 
exist from coast to coast. 
If you are seekin ractical, 


therapy, you will find this big, 
trated book invaluable. Mail 


THIS COUPON 


D. Van Nostrand Company, Inc. 
120 Aiexander St., N 


Please send me a copy of “Gem Cutting’’ by John 
Sinkankas. Enclosed is my check or money order for 
$8.95 in full payment. 


creative, stimulating 
fully illus- 
coupon now. 
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TEACH HAND WEAVING 
WITH THE LILY LOOM KIT and WITH THE INKLE LOOM 


Here is a complete hand loom kit with directions, This loom is yours for $7.50 . . . Just $7.50 
yarn to finish a luncheon set (already started on apiece for Inkle Looms, complete with 75 
the loom), two shuttles, warping pegs, a reed hook tied heddies, shuttle and instruction booklet 
and yarn samples. This easy-to-operate, expertly witn several patterns. You can teach Inkle 
developed table loom is 15” wide, 12” high. Teach Weaving in classes and to bed patients. This 
your patients to weave, simply, quickly. Order sev- is a lightweight loom that can easily be used 
eral complete hand weaving by bed patients. Inexpensive. Order several. 


Weave multi-colored belts, 


oufits. 
Contains everything you $ 1 garters, drawstrings, trims, $7:20 


need to start weaving. 15 braids, galluses. Price each, 


Postpaid 
Complete only = 


Complete 
Usual institutional discounts apply 


LILY MILLS COMPANY, Hand Weaving Dept.N, SHELBY, N. C. ——_— 


SPECIAL INTRODUCTORY OFFER... 


(FOR A LIMITED TIME ONLY) 


Franklin Arm Sling Suspensions 


For a limited time only, Franklin Arm Sling Suspensions 
are available at the special introductory price of $99.00. 


A UNIT [S AVAILABLE FOR A TRIAL PERIOD 


Franklin Arm Sling Suspensions are designed to permit a 
wide range of exercises and to support a patient’s arms at 
a standing table, in a wheel chair, or a straight chair. The 
apparatus — base, standards, and arms — weigh approxi- 
mately 50 pounds, yet moves easily on four ball rollers 
which are locked and unlocked by a toe-touch lever. Each 
adjustable arm has six annular notches to hold sling straps 
in the prescribed position. Sling Straps for the Franklin 
Suspensions are: 


Type A—without thumb hole $2.25 
Type B—with thumb-hole 3 00 


The Franklin Arm Sling Suspension 

shipped FRANKLIN HOSPITAL EQUIPMENT CO. 

send your request to: J 120 Academy Street Newark 2, N. J. 
Phone: MArket 2-5187 
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MGC CRAFTMETALS 


are always a joy 


to work with?” aun 


COMPLETE 
DEARBORN KITS AND 


ATH ER SUPPLIE 
 Leathercraft 
supply com tote, Metalcraft 
tools, tterns and simple step- 
step books that will ~~ Woodburning 
to supplement your own persona! Corkcraft Patients get y 
instruction 
Hundreds of new ideas, projects || Rubber Molds a greater thrill of achievement 
and designs are all clearly illus- 
trated in our big catalog. New low Shelleraft from superior results cf 
prices on ail cralt supplies ere now Braiding made possible with MGC Quality Metals f 
in etfec 
Waite today for your copy ye Glass Etching 
without chizrge .. . simply re uest 
it on your hospital ounahond! ad- Feltcraft Look into the possibilities of M G C 
Greased tc — an Beadcraft Quality Craftmetals for your craft 


en Metal Goods Corporation’s 

inum a other s y-prepar 

4 DEARBORN LEATHER CO. ' craftmetals are the finest craftmetals 

8625 LINWOOD AVENUE obtainable. They assure the craft- 

worker of a better start . . . the added 

of a superior result... they 

elp build the patient’s sense of accom- 

plishment! Mail the coupon now for 

a our free copy of M G C’s instruction 

klet and metal price list. 


DETROIT 6, MICHIGAN 


SAFE-T-ETCH 
Non-acid Aluminum Etching Compound 
Especially Suited To 0. T. Usage 
Safe-T-Etch does away with all the old hazards 4 


etching with acids . . . is proving safer, 
and easier to use. Ask about it. 


LOW COST 
FOR OT WORKSHOPS 


Occupational Therapists have found enameling to be the perfect 
medium of expression, it is functional cs well as creative. 

This Kiln will fire any piece up to 43%” in diameter and 112” 
high. We furnish a fundamental text and will answer your 
technical problems. Kiln reaches enameling temperature quick- 
ly, is sturdy and affords low-cost, trouble free operation. All 
parts easily replaceable at a nominal cost. 


FREE Tells te fo — many 
sef autiful ite 


this free booklet on how to 
etch ‘beautiful MIRROR- 

SAPE-TETCH, Just fil 
by Thomas E. Thompson. Serd for . in 
your copy of this 40 page illustrated and mail the coupon below. 
text on metal enameling. Techniques 
— tools — equipment — types of 
enameling — firing — finishes, etc. aan 


A GOO0S CORPORATION 


Craft Division 
METAL GOODS CORPORATION 


5237 Brown Ave. St. Louis 15, Mo. 


NEW Silver plated metal—no pre-cleaning— 

no formation of oxide scale — costs 
little more than copper. 

NEW Complete line of Opalescent colors — NAME 
becutiful effects— write for sample. 


ADDRESS 
THOMAS C. THOMPSON CO. city ZONE___STATE___ 
Deerfield Rd., Dept. AFFILIATION 


Highland Park, Illinois 
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crayons were chosen 
for The Coloring Toy. | 
Crayonex colors are bealiti 
and their quality 
is the highest.” 


EJ] THE AMERICAN CRAYON COMPANY sanousky, OHIO YORK DALLAS LOS ANGELES SAN FRANCISCO 


‘> 
7 THE ROL@ORING Tey 
/ \ 
It was no accident 
| ia that American Crayon 
= 
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a Everything in Leathercraft 2 


for Occupational Therapy 


@ Fascinating creative activity . . . minimum of fatigue 
@ Complete stock to satisfy any interest or skill 


= © Careful, accurate grading plus guaranteed quality 
materials help assure consistently excellent results 


= @ Your order shipped complete on same day received 


Leathercraft has long been recognized as a leading hobby for 
invalids and convalescents, because of the ease with which 
projects can be completed, and the sense of accomplishment 
which is gained when the attractive leather items are made. 
Even patients undergoing complete bedrest treatment can 

assemble many LARSON Kits without subjecting 

themselves to exertion beyond recommended limits. 

Whether your requirements are easy-to-assemble kits 

as introductory projects, or tooling 

leathers, tools, supplies and in- 

struction books for more advanced 

leather work, be sure to check the 

LARSON LEATHERCRAFT CAT- 

ALOG first. 


Send TODAY for your FREE 
copy of our big, new illus- 
trated Catalog and Guide to 
latest Leathercraft projects. 
Write Dept. 5211. 


as 
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$20 S. Tripp Ave. Chicago 24, Ill. 
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OFFICIAL PUBLICATION OF THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION 


September-Octobi 


TABLE of CONTENTS 
ARTICLES 


The Institute—Interpersonal Relationships 
Understanding the Complexities of Staff Relationships 
Diagnosing Factors in Interpersonal Relationships 
Exploring Administrative Practices 
Developing Effective Patterns of Leadership 
Summary and Conclusions 
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Some of the convention personalities most of whom were photographed viewing exhibits are (reading from left to 
right, bottom row): Second Lieutenants Jean Pennucci, O.T.R., Betty Lorenz, O.T.R., Mary Pat Liss, O.T.R., Helen 
Winters, O.T.R. and Mary Brehm, O.T.R. (Second row) Mr. and Mrs. Ralph E. Grossman are pictured with the 
first two Picture Craft scholarship recipients they have met personally, Next to Mr. Grossman is Joyce Shurpit, 
O.T.R., and to her right is Beverly Gaines, O.T.R. The center picture is Henrietta McNary, O.T.R., president 
of AOTA, and to the right of her is Captain Mary Leath, O.T.R., Margaret Swingle, O.T.R., and Jean Zilkoski, 
O.T.R. (Third row) Mr. B. F. Drakenfeld and First Lieutenant Virginia Barr, O.T.R. Lieutenant Elizabeth Car- 
ver and Rear Admiral Leslie Stone, MC, USN, C.O., National Naval Medical Center, Bethesda, are shown in con- 
ference with Miss McNary. To the right is Mrs. Ruth Satterfield, Weber Costello representative, and Captain 
Catherine Hooper, O.T.R. (Top row) First Lieutenant Ruth Anderson, O.T.R., Mrs. J. C. Larson, Second Lieutenant 
Mary Brehm, O.T.R., and Second Lieutenant Elizabeth Ehlers, O.T.R. 
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Digest of Speeches Prom the 
Occupational “Vherapy rbssoctation Tustitute 


October 18-19, 1954, Washington, D. C. 


“Theme 
INTERPERSONAL RELATIONSHIPS 


Foreword 


In the fall of 1953 the education office of the 
American Occupational Therapy Association tabu- 
lated the suggestions of the membership attending 
the Houston institute and assigned the topic “In- 
terpersonal Relationships” to the 1954 institute 
chairman. A committee was formed and, again 
following the membership’s suggestions, sought a 
consultant well oriented to the field of occupa- 
tional therapy and invited Dr. D. Wells Goodrich 
to act as our medical advisor. Dr. Goodrich of 
the Clinical Investigations Branch, National Insti- 
tute of Mental Health, is familiar to all occupa- 
tiona! therapists for he is a fellow of the American 
Occupational Therapy Association, a contributor 
to the American Journal of Occupaticnal Therapy, 
and was a participant in last year’s institute. He 
has been invaluable to the committee through his 
wise counsel, tireless enthusiasm, and whole hearted 
participation in our work. 

After three months of intensive reading and 
study, it was agreed that the area of interpersonal 
relationships relevant to patient-therapist rapport 
was extensively covered in our basic professional 
training and that this institute should be devoted 
to a study of that phase of interpersonal relation- 
ships which relates to our work with other depart- 
ments—chiefly ancillary services and adminis- 
tration. 

The membership had unanimously requested a 
workshop type of program yet the committee met 
constant comment that such a session could not be 
successful with a group of over one hundred par- 
ticipants and the estimated enrollment was two 
hundred and fifty to three hundred therapists. We 
took our problem to the National Training Labora- 
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tory in Group Development, National Education 
Association, and were assured that large workshops 
are successful if properly planned. Gordon L. 
Lippitt, the assistant director of NTL, accepted our 
invitation to be the workshop counselor. 

Mr. Lippitt has degrees from Springfield Col- 
lege, Yale University and the University of 
Nebraska. He has written for many publications 
and given his service to many programs both pri- 
vate and governmental, national and international. 
Mr. Lippitt’s skill and ability made our final pro- 
gramming possible. His guidance and his efforts 
were a real inspiration and we hope that his real 
vitality will be appreciated through the written 
review of the program as it was by those of us 
who had the privilege of working with him. 

Unfortunately space does not allow a complete 
compilation, but in presenting the institute to 
those who did not attend, the committee has 
edited ail transcribed material and summarized 
the recordings from various workshop tables. We 
have tried to preserve the informal nature of the 
meeting and leave enough of the instructions and 
mechanics to give the real feeling of the workshop 
atmosphere. 

Respectfully submitted, 
Institute Committee: 
Bernardine, G. Choren, O.T.R. 
Frances L. Dunlap, O.T.R. 
Elizabeth Grayson, O.T.R. 
Sallie T. Jones, O.T.R. 
Kathleen E. Kessler, O.T.R. 
Lucy G. Morse, O.T.R. 
Elizabeth M. Nachod, O.T.R. 
Ruth W. Brunyate, O.T.R., Chairman 
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PARTICIPANTS 


Medical Advisor: D. Wells Goodrich, M.D. 
Workshop Advisor: Gordon L. Lippitt, M.A. 
Workshop Counselors: Richard Beckhard, Di- 
rector, Conference Counselors, Inc., New_York, 
N. Y.; John Balloch, Ph.D., Operations Research 
Office, Johns Hopkins University, Baltimore, Md.; 
Warren Schmidt, Ph.D., Conference Coordinator, 
Adult Education Association of the U.S.A. 
Resource Panel: Randolph Wyman, M.D., Med- 
ical Superintendent, Bellevue Hospital, New York, 
N. Y.; James F. Garrett, Ph.D, Chief, Division 
of Program Services, Office of Vocational Rehabil- 
itation, Department of Health, Education and 
Welfare, Washington, D.C.; Ralph Bedell, Ph.D,,. 


Chairman, Department of Psychology, American 
University (on leave), U.S. Office of Education; 
Leland P. Bradford, Ph.D., Director, Adult Educa- 
tion Services, National Education Association, 
Washington, D.C. 


Interviewing Panel: D. Wells Goodrich, M.D.; 
Helen R. Sheehan, O.T.R., Lt. Col. WMSC, Chief, 
Occupational Therapy Branch, Office of Surgeon 
General, U. S. Army, Washington, D.C.; C. Bev- 
erly Bates, O.T.R., Occupational Therapy Super- 
visor, Medical College of Virginia, Richmond, Va.; 
Helen S. Willard, O.T.R., Director, Philadelphia 
School of Occupational Therapy, School of Auxil- 
iary Services, University of Pennsylvania, Phila- 
delphia, Pa, 


UNDERSTANDING THE COMPLEXITIES 
OF STAFF RELATIONSHIPS 


Monday, October 18, 1954, 9:30-10:30 a.m., General Session 


Lippitt: As your planning committee worked 
together to plan the specific area that we wanted 
to study together in our day and a half, they 
recognized that this area of interpersonal relation- 
ships is such a large one that they needed to bring 
it down to a size in which we could work together 
in this short time and come out with some new 
insights and some ways of applying our insights 
back home on the job. They determined that our 
specific theme should be interpersonal relationships 
in your staff role and as the key to effectiveness on 
the job. One reason for saying this was that you 
people have been trained, and have become expert 
in your own field of patient care. Furthermore 
the problems you indicated in the interest census 
(sent to early registrants) were: inability to dele- 
gate responsibilities, the dominating supervisor, 
dealing with low morale, improvement of staff 
meetings, and this type of interpersonal relation- 
ship. So, in a sense we were saying we could not, 
in this day and a half, cover the whole area. 

What then are our goals? We determined 
that by working together we would try to work 
toward four goals: 

1. Develop further insight into the complexities of hu- 
man behavior and staff relationships. 

2. Develop the ability to diagnose problems in staff re- 
lationships. 

3. Explore the use of effective methods of administration 
for the improvement of staff functioning. 

4. Study the practical application—how the occupational 
therapist can improve staff relationships. 

How do we plan to achieve these goals? By 
utilizing the resources of all of us working to- 
gether, pooling our knowledge, the knowledge 
of the planning committee, and the few specialists 
to look at these areas of interpersonal relationships. 
We are going to have two kinds of sessions during 
our workshop: general sessions which you have 


already noted on your program, at which time we 
hope that we can communicate some of the con- 
cepts related to the goals of the conference, and 
discussion sessions in which you will break into 
small groups to bring out questions arising from 
the general sessions. The discussion groups we 
feel are the most important areas, where you can 
come together with other people of your profes- 
sion to look at the implications of these general 
sessions—at what is said, done, and accomplished 
in them—for your home situation. I should ex- 
plain, when I say “home situations,” that we can- 
not and are not attempting to solve everybody's 
problem. I wish we could, but what we are try- 
ing to do is find and look at some common denom- 
inators in interpersonal relationships, in staff rela- 
tionships and group situations where people are 
working together in committees, meetings or 
boards. 


We've used the word “workshop” this morning. 
What is the difference between a workshop and’ 
any other conference? Perhaps we cught to leave 
this right here and have you answer the question at 
the end of the day and a half, for we are attempt- 
ing, by working with you, to make this a session 
where al! of us talk together. There aren’t going 
to be too many opportunities to listen to people 
telling others what todo. No one is posing here 
as an expert. We are starting this conference on 
the assumption that human relations are more ° 
than just common sense. We are going on the 
assumption that leaders are made, not born, that. 
everyone has a rich resource to bring to this work- 
shop. and that no one should call himself an ex- 
pert, including your consultants. ral 

This job of becoming more effective administra- 
tors or supervisors is one of constant growing. We 
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can always improve. We are all interested in this 
matter of interpersonal relationships. In this 
workshop we want to share the experiences 
through our general session and discussion 
groups. Forty discussion leaders came in yes- 
terday to work together with the planning com- 
mittee so that they can help you think through 
these problems. 

This morning our general session is on this 
first goal: Understanding the complexities of 
staff relationships. No matter what kinds of 
meetings you have: staff, committee, board, 
wherever you get a group of people together, 
you have some complexities. What are some 
of the characteristics of these groups? What 
are some of the behaviors or interpersonal rela- 
tionships that take place in these groups? Fol- 
lowing the opening lecture we are going to 
have a demonstration of some of these char- 
acteristics. Then we will have a chance to dis- 
cuss them in our small groups. We are going 
to ask Richard Beckhard to present to us some 
of these characteristics of interpersonal behavior 
in groups. 

Beckhard: Gordon said a few minutes ago 
that some of our goals in planning this par- 
ticular program were to increase our insight into 
the complexity of group behavior and increase 
our ability to think diagnostically, as you people 
do day and night in your professional work with 
patients. We want to look a little more clin- 
ically at some of the things that go on in our 
day to day relationship with people. What we 
are trying to do in today’s general session, is to 
look at some of these behavior characteristics 
that we can be very specific about. Let’s see 
what happens when a group of people get to- 
gether, work together or do some project to- 
gether. The assumption here is that if we can 
see some of these things, which perhaps we 
haven’t seen before, we will have more clues 
to deal with as we operate, behave or perform 
as members of groups or as leaders of groups. 
Maybe we can broaden ourselves a bit, and see 
some of the complexities in interpersonal be- 
havior. What are some of these characteristics? 


1. In the first place every group has a back- 
ground. When a group meets, a lot of things 
_ exist that we may not be conscious about, but 
_ we might look at some of them. For example, 
when a group of people sit around a table for 
a staff meeting at your hospital, there are a 
number of other people and pressures working 
. on that group at the moment the meeting be- 
gins. The person from one department brings 
a problem from that department, something she 
wants to get done. In effect isn’t her staff there 
at thé meeting too, putting pressure on her for 
the particular activity she wants to get across? 
Or sometimes people have a stronger personal 
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need to do something else, for whatever reasons, 
than to be at the staff meeting. In a sense 
their objectives may be more important to them 
than the goals that may be set by the staff 
meeting. This is part of the background of a 
group. 

Now another kind of thing . . . sometimes 
two people come to a staff meeting who don’t 
like each other, and this dislike seems to affect 
the way they behave. It seems to affect the 
way that people relate to others in any kind 
of group situation. There has been a good 
bit of research that indicates that most of us 
have a great deal of difficulty in separating how 
we feel about somebody, from the worth of 
their ideas. I'll tell you of one little experi- 
ment that was done several years ago. A num- 
ber of groups that met every day were studied 
and everybody was asked periodically, who do 
you like best in this group? With whom would 
you like to spend your time? Every day at 
the end of the meeting we asked who made 
the most significant contribution to the day, 
and who impeded the group. Always we found, 
over weeks and weeks of study, the fellow who 
impeded the group with the poor contribution 
was the fellow they didn’t like. They related 
the negative contribution to the negative person, 
or the positive contribution to the person for 
whom they had positive feelings. This works 
at a staff meeting too. 

These are just a few of the aspects. When 
you put all these things together you have the 
background of a group. And we also need to 
add, under background, the history of a group. 
For example, you have a staff group that meets, 
let's say every other week. Its historical ex- 
perience—the way it has always worked—the 
relationships of people to people—the way the 
administrator runs the meeting—the way they 
usually never finish the agenda, or always finish 
the agenda—or it doesn’t matter what they de- 
cide because somebody else does it anyway— 
this kind of history works on our attitude as 
we perform at such a meeting. 


2. Atmosphere is a second characteristic of 
group behavior and it has a number of different 
dimensions. For example, we have a formal 
or an informal atmosphere, and when we take 
a look at a meeting, we can tell pretty quickly 
what the general tone is, formal or informal. 
Meetings will vary along the lines of tenseness 
or relaxation. It might be an informal group, 
but at the same time awfully tense. That is, 
you may feel perfectly free to talk, but there 
may be a lot of sparks flying, everybody's feel- 
ing extremely brave, but sparks are there. Some- 
times we find climate in which there is a lack 
of interest. A relaxed climate carried to the 
extreme is a climate in which nobody seems 
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to care and one person is carrying a solo and 
hoping that no one else will get interested. 


3. Another way that groups differ is in pro- 


cedures. The procedures that we are using at 
this meeting are relatively formal, in one sense, 
in that we have a master of ceremonies, we 
have people introducing people, we have speak- 
ers. This would be a familiar kind of meeting, 
wouldn’t it, for these are the procedures that are 
being applied at the moment. Some of us are 
familiar with the discussion group and I am sure 
that all of you often use its rules of order. This 
is settled procedure, ground rules for doing busi- 
ness in a certain kind of situation—very good 
rules—very productive rules. One thing that 
happens in groups is that we tend to freeze pro- 
cedures and operate on the theory that what's 
good for Tom is good for Harry, that we can 
use the same thing across the board. If we find 
something that works, let’s apply it everywhere. 
It’s like packaging training. Maybe we can say, 
let’s get a training course, give it to everybody 
no matter what their problem. The only diff- 
culty is this—it doesn’t meet their training needs, 
because people are different, and situations are 
different, and groups are different. So what are 
the jobs in working with any group? What are 
the variables in a group? What kind of pro- 
cedures does the group use, and is there a respon- 
sibility in leadership to devise procedures that will 
get work done efficiently, in a comfortable at- 
mosphere, taking account of the group back- 
ground? 

‘There are some meetings where we don’t per- 
haps use Robert’s Rules or we do, it doesn’t mat- 
ter, we all say “Mr. Chairman,” and everything is 
handled, he makes all the decisions for all of us. 
The procedure is that we depend on him to give 
us complete guidance. Now at other groups peo- 
ple may say “where are we?” Which point are 
we talking about? This is a group that is using 
different procedures. People are feeling a little 
more comfortable in taking responsibility for this 
summarizing function. The ground rule is: if 
you are confused, say so. Don’t wait for the 
chairman to have this magic instinct. This is 
a different procedure and a different set up. 
Groups vary, then, according to procedures. 

4. Another kind of characteristic that we can 
look at in groups, as we look at them a little 
more diagnostically, are the participation patterns. 
For example, are two or three people doing all 
the talking? Does the chairman do most of the 
talking? What percentage of the group doesn’t 
talk for a certain period of time? Is there a 
fairly even spread of participation? Things like 
this you can see when you are in a group and 
observe differences in different groups. 


5. There is another area, a fifth area at which 
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we have not looked yet. There are actually 
twelve characteristics of groups but we are going 
to get five of them now, to give us something 
to work on this morning. Groups vary in their 
communication patterns. By this we mean who 
speaks to whom. Do we talk to the group—does 
everybody talk to the group? Is most of the 
communication between one person and another 
person within the group? Is most of the commu- 
nication, “Well, Mr. Chairman, I think that”. . . 
or “I'd like to ask the group if” . . . is it that kind 
of pattern? Another factor we can look for in 
terms of communication: Do people seem to be 
listening to each other? Do they hear each other? 
We've read books on communication, and we 
know that one of the key problems in the world 
is that we won't listen to each other. When we 
get involved in something that we are interested 
in—we’'re thinking up our answer while the other 
fellow is asking the questions—and we never do 
hear the question. This is one of the problems. 
Another is the problem of semantics or words. 
I heard a word yesterday, “contra-indicated”; 
that’s a beaut! Contra-indicated doesn’t mean 
the same thing to me, I’m sure, that it does to 
you. I still have to do some homework to find 
out what it means, but if we use contra-indicated 
it might mean one kind of thing to me and a 
different thing to the OT’s hearing the same word 
at the same time. We don’t hear what the 
speaker says, we don’t hear the same thing—may- 
be the same sounds, but we don’t hear the same 
meaning. One of the things we need to do 
when we work in groups is to test our under- 
standing. Is this clear? Do I understand what 
he means? Is this making sense? We need to 
get a little bit of feedback—find out if he hears. 
This responsibility is not exclusively that of the 
man who is speaking, but it is also of those who 
are listening. 

Then there is the area of non-verbal participa- 
tion or communication that we can also watch. 
You take a group of two therapists, two doctors, 
two others on the staff, the therapists will proba- 
bly have quite a bit of non-verbal communication 
with each other as they interpret things from 
their point of view. 

Perhaps this is a good. place for us to stop 
listening and look a little bit and think a little 
bit deeper. You are going to see a demonstra- 
tion of some of the things we've been talking 
about. The only general guide I would like to 
give you is a suggestion that you keep in mind 
some of these things we have mentioned. You 
cannot have a group without some of these things 
going on. See if you can see them. 


Lippitt: Dick talked about five characteristics: 
group background, group atmosphere, group pro- 
cedure, participation pattern and communication 
patterns, and these become meaningful to us if 
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we can see them in action. We would like to 
take a look at a staff meeting and then we 
would like you to do some discussing about what 
you saw at the staff meeting. I’m going to sug- 
gest to you that as you watch this particular staff 
meeting you ask yourself what is happening in 
terms of the individual backgrounds of the people 
there. You'll be talking about this in your small 
groups. What kind of atmosphere was in this 
meeting, formal or informal, friendly or unfriend- 
ly, cold or warm? Did the group have any pro- 
cedures for solving the problems? What was 
the participation pattern in this group? Who 
talked to whom? What communication was 
going on? See if you observe some of these 
non-verbal communications at the staff meeting. 
I have an idea you will. 

Following the staff meeting which you are 
going to watch acted out, we'll repeat the ques- 
tions that we want to discuss in our small groups. 
Each discussion leader will, on leaving the room, 
receive a written specific question to which you 
can give your attention and discuss as we try 
to diagnose this particular situation. Why are 
we using this role-playing situation? There are 
two reasons: first, we want to try to make this 
come alive; second, if we get into our small dis- 
cussion groups and I start telling you about our 
staff—you start telling me about your staff—and 
I’m in a large hospital and you are in a small 
one—we wouldn’t be able to come out with com- 
mon thoughts about groups. In reality, if we 
all watch the same thing, I think you'll recognize 
this staff meeting and begin to get insight into 
some of these complexities that will have a direct 
application to your own hospital circumstances. 


Case Situation 


The situation is this. Central General Hos- 
pital is a five hundred bed hospital, and it is six 
weeks before Christmas. They have regular staff 
meetings every Monday morning at ten. The 
medical director meets with the heads of each 
department. I want to share with you a little 
problem that has come up in our hospital. It’s 
not a very important problem, I guess, but I 
think I ought to let you know that it has hap- 
pened. It seems that we have one cardiac pa- 
tient, Norm Waller, on one of the wards who 
has been working with the occupational therapist, 
and is allowed by the doctors to make woolly 
cats, which he does very well, for a half hour a 
day. As Christmas approaches, some of the 
nurses. are thinking that perhaps they need some 
Christmas presents and have been asking Norm 
Waller to.make some woolly cats for them. The 
occupational therapist finds that Mr. Waller wants 
more wool and she wonders why. She finds that 
the patient has been working overtime and that 
there is a little financial problem also. When 
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she hears about this, she goes to the director of 
nurses, very diplomatically of course, and speaks 
to her about this matter. We should not allow 
this cardiac patient to over-tax himself. The 
director of nurses is very sympathetic, but prompt- 
ly tells our occupational therapist that, although 
she will speak to all the nurses, she can’t be ex- 
pected to control the situation. 


This is the background and about all you need 
to know, at the present time, about Central Gen- 
eral Hospital. What I'd like to do, however, 
is to give you more insight about each of the 
people on our staff. May I say that none of 
these people are playing themselves. They are 
helping us demonstrate these principles. They 
have been asked to take different roles, and any 
similarity to any of your hospital staff, living or 
dead, is purely intentional. The meeting takes 
place in the office of Dr. Goodrich, our medical 
superintendent. He is coming along the hall- 
way now, I believe, and just for a moment I'd 
like to have you get acquainted with him. 


Lippitt: 1 understand this is the regular Monday staff 
meeting. 

Superintendent: Yes, 'm rather rushed this morning, 
I have another meeting right after this. This is a pretty 
busy time of year for staff meetings, but I think it’s 
important to get people together. 

Lippitt: Any particular thing coming up at the staff 
meeting? 

Superintendent: Oh, nothing terribly important. I 
want to bring up the matter of Christmas decoration— 
we do that every year about this time. 

Lippitt: I see. 

Superintendent: But nothing else in particular. This 
meeting helps me keep my finger on the pulse of the 
place. 

Lippitt: All right, doctor, I know that you are busy 
and in a hurry. 

I would like to have you meet Dr. Balloch, our resi- 
dent physician. I think you'll get a little insight into 
some of the things he has been going through. Hello, 
John, how are you? 

Resident: Fine, thank you. 

Lippitt: John, I understand that you are having the 
regular staff meeting of Central General this morning. 

Resident: Another one! 

Lippitt: I see. How long have you been at the hos- 
pital now, John? 

Resident: Well, let’s see, about three years now. 

Lippitt: Someone commented that they don’t get much 
done at these staff meetings. 

Resident: You know how these meetings are. When 
they are turned to the patient’s welfare, I’m all for it, 
but they spend an awful lot of time on things of no 
account. 

Lippitt: I see. 

Resident: Just a waste of time. 

Lippitt: Mmmhh, Well, it’s good to see you, John. 

Now Id like to have you meet our social service direc- 
tor, Miss Frances Dunlap. Frances, how are you? 

Social Service: Vm fine. 

Lippitt: You are head of the social service department 
here at General, are you not? 

Social Service: That is right, sir. 
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Lippitt: How long have you been here now? 
Social Service: Vve been here for twelve years. 


Lippitt: Is that right! 
to our hospital? 

Social Service: The director of nurses was a friend 
of mine, and we got together. 

Lippitt: I see. ve talked with the occupational ther- 
apist and there seems to be this problem about the woolly 
cats and the patient, Mr. Waller. 

Social Service: Thats right. 

Lippitt: Have you heard anything about that? 

Social Service: Well, he needs a little more money 
at home. 

Lippitt: 1 see. 

Social Service: His little boy had an accident. 

Lippitt: You are thinking about his family situation. 
What about his health? Can he do this work? 

Social Service: 1 don’t know. I don’t believe it’s too 
good for him, but it hasn’t seemed to hurt him so far. 

Lippitt: 1 know you’re on your way to staff meeting, 
I don’t want to hold you up. 

I'd like to have you meet Miss Sallie Jones, our direc- 
tor of nurses. Good morning. I was just wondering 
. . . | know you are on your way to staff meeting. How 
do these meetings go . . . are they really worthwhile? 

Lippitt: Are you able to get the things for your de- 
partment that you want? 

Nurse: Oh yes . .. I think they do the best they 


How did you happen to come 


Lippitt: How many years have you been here now? 
Nurse: Going on fourteen... 
Lippitt: 1 see . . . Well, you’ve seen three medical 


superintendents come and go, haven’t you? 

Nurse: Indeed I have! 

Lippitt: Ah-h-h-h, Pll be interested in seeing how your 
meeting comes off. Maybe Ill have a chance to talk 
with you after the meeting is over. 

I'd like to have you meet our head of housekeeping, 
Miss Elizabeth Nachod. Hello. I know you are on your 
way to staff meeting . . . how many years have you 
been here? 

Housekeeper: Oh, not quite four years. 

Lippitt: I see... You’re a kind of newcomer then... 

Housekeeper: Yes, most of them have been here longer 
than I have. 

Lippitt: Do you have any problems in housekeeping? 
What’s your main problem? 

Housekeeper: Of course, there’s always personnel . . . 

Lippitt: Do you have quite a turnover? 

Housekeeper: Yes, there is a constant turnover . . . 

Lippitt: Have you any trouble getting what you might 
call a sympathetic understanding from other departments? 
What department doesn’t seem to understand some of your 
problems? 

Housekeeper: Well, Mr. Lippitt, I don’t think the 
nurses understand our problems. 

Lippitt: Oh, I see. 

Housekeeper: They want the wards cleaned, and I 
can appreciate that, but they don’t understand, we just 
don’t have enough personnel. 

Lippitt: Well, 1 just wanted to have a chance to chat 
with you. Thank you. 

I'd like to have you meet our occupational therapist, 
Miss Bernadine Choren. Hello . . . I know you are on 
your way to staff meeting, but do you remember men- 
tioning the problem about the patient, Norm Waller? .. . 

OT: Yes, 


Lippitt: With the woolly cats? . . . As I understand 


it, you have spoken to the director of nurses about this. 
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OT: I certainly have, and nothing has happened, un- 
fortunately! 

Lippitt: It’s still... 

OT: The problem exists. 

Lippitt: 1 was wondering . . . what is your plan? Do 
you intend to bring this up at the staff meeting? 

OT: I certainly hope that Pll have an opportunity. 

Lippitt: Is Dr. Goodrich usually sympathetic when you 
bring up problems? 

OT: Well, it’s hard to tell, he tries to take every- 
one’s part. 

Lippitt: Oh, I see. I know you’re on your way to 
the meeting. [ll be interested to talk with you after- 
ward, to find out how it all comes out, 


This is the staff of Central General Hospital. 
You've had just a little chance to get acquainted 
with the background of the people involved. 
We're not going to be able to watch all the meet- 
ing, but we will be interested in watching for 
some of the characteristics in interpersonal rela- 
tionships. Don’t get side-tracked on the Christ- 
mas decorations. We are looking for interper- 
sonal relationships in action as you watch this 
meeting . . . all right, Dr. Goodrich’s office. Let’s 
listen to this meeting and see how it looks. 


Superintendent: Good morning, everybody. 
we might as well get started now. I know we are all 
pretty busy. I have one thing for discussion but before 
I bring that up, some of you may have something that 
you'd like to present. 

Resident: There is the matter of the generator; I 
didn’t want it to go unnoticed. You remember about 
two months ago at one of our staff meetings, I wanted 
to buy an emergency generator. 

Superintendent: Yes, 1 remember that, Dr. Balloch. 

Resident: You remember that the decision was not 
made without some .. . 

Superintendent: Yes, I know, that’s an expensive piece 
of machinery. 

Resident: Well, I’m happy to report that in this hur- 
ricane we’ve just had, we were one of the few places 
around here with electricity. We had lights for an 
emergency operation. 

Superintendent: Ym glad to hear that, Doctor. I do 
appreciate your advice on these matters very much. I 
wonder if some of the other departments have something 
to report? 

Nurse: There was one death on the fourth floor. Of 
course you know about that already. 


Superintendent : 


I guess 


Yes, I’m going to have a problem 
about that . . . the trustees, you know, he was one of 
the ahh . . . one of our heavier benefactors. Well, I 
have something to bring up so we can get this meeting 
started. I was wondering if we should have Christmas 
decorations. You are all aware of our budget, it’s very 
pressed at the moment, and the hurricane hasn’t helped 
a bit . . . also the danger of fire . . . I wondered if 
I could have some help . . . anyone have some thoughts 
about it? 

Resident: 1 think it would be a fine thing, Dr. Good- 
rich, and I’m perfectly willing to go along. 

Housekeeper: Remember that it is an extra burden 
on our personnel; they’ve cut our staff, so we'll have 
to work accordingly. 

Superintendent: How do you mean a burden, Miss 
Nachod? 

Housekeeper: Well, the extra mess that goes with the 
Christmas trees, and so on. 

Superintendent: Oh yes, I see... 
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Housekeeper: It means that we have all the extra 
work with trimmings . . . we need more spare time. 

Superintendent: Maybe we could get a couple of extra 
people in, I suppose, after New Year’s or something . . . 
I don’t know, we could try... 

Nurse: I don’t know what good it would do after 
New Year’s—the needles all come off—they get in the 
patients’ water pitchers—trimmings draped all around— 
they always get in the way of treatments. 

Superintendent: Ah ha. 

Housekeeper: Miss Jones, our personnel come through 
and clean every day. I don’t think that should be much 
of a problem. 

Nurse: 1 don’t know, what they call cleaning and 
what we see sometimes . . . it’s not good. 

Superintendent: Ohh, I wonder if Miss Dunlap has 
something to say... 

Social Service: 1 think it’s awfully good for the 
patients’ morale to have decorations. 
a chance to get home at Christmas time, and it does 
help their morale. ; 

Superintendent: About how many of the patients, 
would you say, Dr. Balloch, have a chance to get home? 

Resident: Oh very, very few. 06 far as I’m con- 
cerned this matter doesn’t interest me at all. It’s not 
treatment, as I know treatment, so you just decide what 
you want to do about the decorations among yourselves. 

Nurse: I hope you’re not going to expect the nurses 
to help put up the decorations, because we are very 
short of nurses, 


Superintendent: How do you mean . . . with the 
flu and all that? 

Nurse: Yes. 

Superintendent: Well... 


Nurse: And then we have some of those accident cases, 
you know, from that hurricane. 

Superintendent: 1 think that will work out . . . how 
about the occupational therapists helping with decorating? 

OT: We would be more than happy to help, if we 
can get the patients to help us. This policy was just 
never followed at City Hospital when I was there, and I 
don’t know what the procedure is here. 

Superintendent: You mean you'd like the patients to 
do work. 

OT: Well, yes, you realize I have only one other 
person on my staff and we just couldn’t decorate and... 

Superintendent: Maybe we had better abandon the 
whole idea of Christmas decorations. How do you feel 
about that, Miss Dunlap? 

Social Service: Well, I think that would be awfully 
hard on the patients’ morale. : 

Superintendent: Hm! Well... 

Nurse: Couldn’t the occupational therapy department 
think up something that wouldn’t be messy and get in 
the way ... 

Superintendent: Yes, how about that, Miss Choren? 
I hate to leave the patients, as Miss Dunlap says. . . 

OT: I think you should also take the OT budget into 
consideration; we don’t have the money to be buying 
all these decorations. There must be some auxiliary 
group in this hospital who could help on that. 

Superintendent: Do you think that the auxiliary 
could help? 

Social Service: So far as I know. 

Superintendent: Well now, that might help, too. 
might do-some work. 

OT: That would certainly help. 

Superintendent: 1 don’t know how much we could 
contribute from the general fund, Pll have to ask the 
administrative assistant. This is getting rather com- 
plicated. Maybe it isn’t the sort of thing we can 
really settle right now. It sounds as if we need more 
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They 


They don’t have 


information and . . . was there anything else? Just a 
moment, I think we can wind up the meeting, ’m dash- 
ing out today, so why don’t I take this up individually 
with housekeeping and see what we can work out by 
way of a budget, and see what the problem . . . Maybe 
Miss Jones and I can talk with you later about the 
problem, and we'll see what we can do. It isn’t the 
sort of thing we can really settle here. Well, if there’s 
nothing else, the meeting is... 

OT: Dr. Goodrich... 

Superintendent: Yes? 

OT: I have a problem that I feel should be brought 
up at this time and it does concern one of the patients. 

Superintendent: Maybe we can make it brief. 

OT: Yes. Dr. Balloch knows about Mr. Waller. 

Resident: Oh yes .. . the cardiac . 

OT: Yes, we have a prescription for the patient, and 
he is to work one-half hour daily. 

Superintendent: 1 see. 

OT: It seems that the nursing staff has been making 
great demands on the patient for his time. 

Supermtendent: The nursing staff? 

OT: Yes, I have spoken to Miss Jones about this 
matter, and she said that she would take care of cur- 
tailing the nurses’ demands on the patient, but it has 
persisted. 

Nurse: 1 did take care of it... 

Superintendent: What kind of demands? 

OT: They want the patient to be making more of 
these little animals for them, and if the patient is to 
work only one-half hour a day, really he simply cannot 
do this... 

Superintendent: Well what . . . what kind of animals? 

OT: They are little wool animals that are made by 
winding them on a jig. 

Nurse: 1 made the announcement to the nurses, and 
posted a notice on the bulletin board, but of course, my 
night supervisor was sick, and a substitute supervisor 
was in, and there are all those private duty nurses that 
I can never get in touch with. They come and go 
from day to day; but I’ve done everything I can. I 
don’t think you should blame the nurses, 

Superintendent: Now 1 don’t quite understand this. 
Why are these nurses . . . why does the patient want 
to make these .. . 

Social Service: There is a financial problem, and the 
patient wants to supplement his income, and then there’s 
family trouble, but .. . 

Superintendent: You mean the patient is being paid? 

OT: Yes, by the nurses, and that’s the whole prob- 
lem . . . he is interested in completing these things 
for the money he can get, but we don’t think he should, 
by the treatment prescription. 

Superintendent: Its all a legal matter, you know, 
having patients receive money. 

Social Service: His little boy had an accident the 
other day, in the hurricane, and he needed to make a 
little money to help out with the finances at home. 

Resident: Well, Vll tell you one thing, if that man 
works more than half an hour a day, he is going to 
face a bigger emergency than that. He is to work 
one-half hour a day and that is all, as far as I’m con- 
cerned, 

Superintendent: He has been working more than this? 

OT: Yes. 

Superintendent: 1 wonder if you have any comments 
about this problem? 

Housekeeper: It creates a mess on the ward, we've 
always got paper around on the floor and we get it 
cleaned up and he is working away, and our men come 
in and have to clean it up again, or the nurses will 
complain... 


217 


‘ 
4 
Gr 
hig 
; 
1 
| 


Superintendent: The immediate problem is . . . 


Lippitt: 1 think we'll draw a blissful curtain over 
this. I’m going to ask our staff to sit there for a few 
moments and perhaps we might have one or two ques- 
tions to help analyze that meeting from this point of 
view. Id like to ask you, Miss Jones, did you feel 
that it was a kind of dirty trick for the OT to bring 
this up before the staff? 

Nurse: Yes, i did. 

Lippitt: Why do you think she brought it up? 

Nurse: You know the nurses are busy taking care of 
the patients, and really getting them well, and I don’t 
know, it seems to me these people are always running 
in with cats and things like that. 

Lippitt: Why do you think she brought it up? 

Nurses 1 think she was trying to go over my head. I 
think she was trying to get to the director, so that he 
would make a decision. 

Lippitt: In terms of problems solved, and getting 
decision made, John, how did you feel about this Christ- 
mas decoration business? Did you feel the director was 
getting anywhere? 

Resident: No, he was trying to please too many fac- 
tions. My own feeling was that I was concerned only 
with the welfare of the patient. 

Lippitt: Betty, in terms of the atmosphere of this 
meeting and from your point of view—do you think 
a newcomer could feel at home with this group of 
people? 

Housekeeper: 1 sort of feel that those who have been 
here longer than we have think they own the place. 

Lippitt: Dr. Goodrich, why was it that you didn’t 
come to a decision on Christmas decorations? Did you 
think it was too complicated? 

Superintendent: 1 just felt that there was so much 
competitive feeling there, I couldn’t. 


Lippitt: This perhaps gives us a little back- 


_ of group? 


ground of some interpersonal situations at work. 
We want to discuss this now more thoroughly. 
In our discussion groups, concern yourselves with 
four questions: first, how would you define the 
atmosphere of this meeting—is it typical of other 
meetings you have attended—what could you do 
to create a better atmosphere and a better morale 
at this meeting? Second, how did the attitudes 
and past experiences of these people influence 
them and the way they participated; were there 
personal animosities at work—didn’t you see some 
showing—what are the implications of these atti- 
tudes? People are human beings, and you are 
not going to be able to do away with the fact 
that people dislike each other, or have feelings. 
Third, how did the individual needs affect the 
members of this group in making a decision. 
Certainly we saw this and how it related to us. 


Finally, a series of questions on the pattern of 
communications with the members of the group: 
did a couple of people dominate the discussion— 
who tended to support whom—were there some 
people inclined to agree and some who never 
agreed with each other—what steps would you 
take to improve the communications of this kind 
These are the kinds of questions we 
want you to discuss in your small groups, but do 
not feel you must stick just to them if other 
aspects seem more important. We will now 
adjourn to small discussion sessions. 


(Discussion groups) 


DIAGNOSING FACTORS IN INTERPERSONAL 
RELATIONSHIPS 


Monday, October 18, 1954, 1:45-3:00 p.m., General Session 


Lippitt: This is the second step in working 
toward the goals of our institute. This after- 
noon we want to focus on diagnosing some of the 
factors of interpersonal relationships. This eve- 
ning we will go into some of the methods of 
administrative practices and tomorrow morning 
into leadership. This we hope forms a pattern 
which will become meaningful. We had heard 
wonderful reports of your thinking, your ideas, 
your problem-solving from this morning, and 
certainly this institute is successful as far as it 
has gone to date. ; 

We are going to start this session with a pres- 
entation of some basic thoughts by Dr. Warren 
Schmidt. 

Schmidt: We want to look at the problems of 
diagnosing some of the factors in interpersonal 
relationships. What we are doing is trying to 
look at the problems of human relationships the 
way we look at problems of a physical nature. 
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That is, when you have a physical problem, a 
medical problem, there are certain kinds of symp- 
toms: a person has fever, or a person isn’t able 
to use a particular part of his body, or something 
of this sort. Then in order to change that, you've 
got to look behind the symptoms and find out . . . 
what are some of the factors that caused it. In 
the same way, some of the problems we run into 
in groups need to be viewed as symptoms. What 
we are all working on these days is to try to see 
behind the symptoms to some of the causes, be- 
cause if you treat only the symptoms, you create 
new kinds of symptoms. For example, one of 
the problems that often concerns us, particularly 
if we are leaders, is that some people in the group 
don’t talk. They sit there as rather silent mem- 
bers and this behavior disturbs us. We wonder 
what to do about it. Remember that this be- 
havior is just a symptom, and there are many, 
many reasons why a person might not participate. 
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Unless you can understand the reason, you are 
apt to increase the problem. If you don’t under- 
stand the cause and treat only the symptom, you 
might actually increase the problem rather than 
decrease it. Sometimes the worst thing in the 
world is to look at a person who has remained 
quiet in the group and to say, “Miss Jones, we 
haven’t heard from you for a half hour. Cer- 
tainly you are doing some thinking. Won't you 
tell us what you are thinking?” This might 
cause her to freeze up so that she would never 
dare open her mouth in that group again. We 
are trying, then, to become more sensitive to 
factors that prevent people from working together 
effectively. 

The causes of people being unable to relate 
well to each other lie in two directions. Some 
of these are personality factors, and some of these 
are conditions in the group itself. We are, in 
this institute, concerning ourselves with the latter. 
The misbehavior of people that is caused by their 
personality problems is something that is beyond 
our realm at this conference. If a person is 
deeply insecure, or if he is very hostile toward 
mankind, there isn’t really too much a group can 
do with this person, unless it’s a therapy group. 
However, for most of us there are certain things, 
certain conditions in groups, that help us perform 
at our best or at our worst. Isn’t it true that 
you, yourself, act quite differently in different 
groups? Isn’t it true that, when you are with 
certain people, somehow you are creative, and 
you've got ideas, and you just feel you are spar- 
kling? And then you can walk into another 
group and somehow things just don’t click and 
you don’t feel too comfortable? Now your per- 
sonality is the same, but there are some condi- 
tions in the group which have caused certain 
aspects of your personality to come out, that 
make you a more effective member. We are 
trying to look at some of these factors in groups 
that help to facilitate better interpersonal rela- 
tionships. Our problem is how we can, as a 
staff group, become the kind of group in which 
we release the creative problem-solving skills of 
people. We are concerned as to why some groups 
of really fine people just can’t seem to function 
together. Individually they are lovable people, 
smart people, but somehow when they get their 
teeth into a problem—well, just nothing hap- 
pens, and they get all snarled up. It’s possible to 
get fine people with the highest motivation, who 
really like each other, to sit around a table, and 
by using faulty procedures, or by introducing cer- 
tain kinds of forces, to just snarl up the group 
so that they get nowhere. I think that we have 
all experienced this sort of thing. How can 
we move further in understanding why this 
happens? 

Let me start out with a very simple kind of 
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principle, and that is to remember that every 
group is usually working on two sets of prob- 
lems. One set is called its agenda, its official 
business. This morning we saw this hospital staff 
group working on its agenda, consisting of a 
report on the new generator, a discussion of the 
Christmas decorations, and a discussion of how to 
handle a cardiac patient's problems. This was 
the official agenda. Simultaneously however, as 
we learned from the interviews before and after, 
these people were also working on a second level 
of problems. They were working on imterper- 
sonal problems. They were working on their 
relationship with each other. There was a com- 
petition of . . . “I don’t want this person to get 
ahead of me,” or “I'd like to win the respect and 


support of this person.” People are always relat- . 


ing to each other. You might just look back 
over what you did this morning. You, in your 
small groups, were talking about problems that 
were given out at this meeting. Isn’t it true that 
there were some other things going through your 
mind as you sat at the table with these nine other 
people? There were questions: “Who are these 
people?” “How am I going to get along in this 
group?” “Will these people respect me?” “What 
is going to happen if I toss in an idea that isn’t 
really brilliant?” “How can I win the respect 
and acceptance of this group?” This is a per- 
fectly natural sort of thing for us to be worry- 
ing about. So let's remember that everybody 
in a group is probably working, and the group 
as a whole is working, on two sets of problems 
simultaneously. The official agenda of business 
and the interpersonal relationships influence each 
other. For example, if a group has not really 
worked out its interpersonal relationships, it is not 
going to make very much progress on its agenda. 
It is going to be torn, and there are going to be 
arguments back and forth. Some people plan 
a meeting strategically, saying, “If we want this 
idea to be accepted, it had better be Mr. Jones 
who advocates this, because if Miss Smith ad- 
vocates it, that gives it the kiss of death.” The 
same idea may be accepted or rejected because 
of one person’s approval. Isn’t it true that some- 
times we've left meetings, and even though we 
didn’t accomplish very much on our official 
agenda, we all feel the air was cleared at this 
meeting? We feel that now we are ready to 
move ahead. You see we have made progress 
on one level, even though we didn’t make too 
much progress on the other. Some members are 
working perhaps harder on one of these problems 
than the other. One member in a group, for 
example, may be so concerned about winning 
the acceptance of these people he has to work 
with on the staff, that he really can’t pay too 
much attention to what they are talking about. 
Some members are working harder on this lower 
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level of problem, this deeper level, than on the 
official problem. This leads us to the fact that 
some people come to meetings with hidden 
agenda, with their own private concerns, and 
their behavior reflects these personal concerns. 

In order to increase our own sensitivity to 
this, we are going to look at four kinds of private 
concern in actual operation this afternoon. 

1. One of these, and I’m sure this is no sur- 
prise to you, is what we might call the vested 
interest. Some people, sitting in a meeting, feel 
very strongly that they are representatives of a 
certain point of view, that they are representa- 
tives of a certain organization, or a certain depart- 
ment or division. They will weigh all of the 
group thinking in terms of whether it advances 
or inhibits this cause or this group which they 
represent. In effect these people have a private 
criterion by which they are evaluating everything 
going on. This gives them a kind of colored 
glass through which they look at the whole group 
procedure. 

2. A second kind of private agenda or con- 
cern that people bring to a meeting we might 
call status concern and this influences how a per- 
son participates. For example, if I am sitting 
in with a group of people, and I am the newest 
member of the staff, this is likely to loom high 
in my consciousness and will influence the degree 
of my participation. In the same way, going to 
the top of the level, those of us who have been 
in the business a long time may want to protect 
our status and we resent these young whipper- 
snappers, who haven’t had much experience, tell- 
ing us off. We would resent their comments 
because of this difference in status. 


A third kind of hidden concern is a personal 
concern which we might call an interpersonal 
aggression. Sometimes people just plain don’t 
like each other on the same staff, or in the same 
group, and this influences their behavior. Some- 
times a person says ... “I’m sure of this thing, 
I'm not going to let Miss Jones get her way. 
I think she is trying to take control of this thing 
and I, for one, am going to see to it that this 
doesn’t happen.” This may all be done very 
politely and these relationships may never be 
talked about. We always clash on the level of 
the issues, but in order to understand why we 
can’t get together on issues, we need to look be- 
neath this and ask what is happening on the in- 
terpersonal level. 

4. A fourth kind of hidden agenda, that in- 
fluences the way people work together, we might 
call private goals—private goals that are differ- 
ent from the group goals. There are times when 
you sit in a meeting and you really don’t care 
whether the group decides to have a salad or 
soup for lunch. You really don’t care whether 
there are going to be Christmas decorations or 


not. What you are mainly concerned with is 
that the young intern will have respect for you, 
or that you, yourself, will gain greater acceptance 
in the group. Maybe your own goal is just to 
get out of there and get to a golfing engagement, 
or to get back to work. So there are times when 
people are working on their own private goals 
and this influences the way they participate in 
solving the group problems. All of these, then, 
influence a person’s ways of participation. The 
greater the extent to which he brings these pri- 
vate agenda to the meeting, the greater the ex- 
tent to which his own energy or interest is drained 
away from the group task. They may keep him 
from listening to what is being said. He picks 
out only certain things. 

Let’s look at what we are trying to create. 
Isn’t this true—that ideally a staff group is a 
group of people who can focus on a problem, 
who can bring as many of their resources as pos- 
sible to bear on it and solve it. Some of these 
other hidden agendas occasionally prevent people 
from moving ahead that way. We are trying to 
become more sensitive to the clues as to what 
private agenda Mr. Jones is working on. Because, 
if there is a way of tying in his private goals with 
the group goals, we win over Mr. Jones. 

Now we are going to demonstrate some of 
these goals this afternoon. We are going to 
look at an occupational therapy staff group in 
action. In addition to their particular roles in 
the hospital these people have been briefed to 
bring to this meeting a private agendum. One 
of them has a vested interest, two of them feel 
antagonistic toward each other (some interper- 
sonal aggression for very good reasons) a third 
one has a real status concern and a fourth one 
is working on a private goal. As we watch this 
scene, as we watch them talk about another issue, 
we are going to ask all of you to see if you can 
discover who is working on which of the four 
private concerns. 

Case Situation 

Midtown Hospital has three major divisions 
which are served by the occupational therapy de- 
partment. There is the TB service, the neuro- 
psychiatric service and the functional service. We 
have a department that has five members. Re- 
cently in Midtown Hospital we got a new med- 
ical director, Dr. Brown. One of the things Dr. 
Brown did was to call in all heads of the de- 
partments to talk about some of his recommenda- 
tions for their departments and to get their 
thoughts about them. Naturally he called in 
Miss Huebner, who is the chief of our occupa- 
tional therapy department and talked with her. 
Dr. Brown particularly recommended to Miss 
Huebner that her staff should consider changing 
its policy and adopt a system of rotation to give 
every person an opportunity to move from one 


AJOT IX, 5, 1955, Part II 


Service to another to get a wider tfaining and 
more participation in the three major divisions 
of the hospital. Miss Huebner has called her 
staff together to discuss this recommendation. Let 
me introduce these people to you. 


This gentleman is Wells Goodrich who had a 
very sparkling academic career and has had three 
years of occupational therapy experience before 
he came to Midtown Hospital six months ago. 
He works in the functional service. Next to Dr. 
Goodrich is Miss Elizabeth Withers. She is the 
old standby in our department for she has been 
with the hospital for fourteen years, and that is 
as long as we have had occupational therapy at 
Midtown. She has worked exclusively in the 
neuro-psychiatric division during the past ten 
years. Here in the center is Miss Ethel Huebner 
herself, our chief of the occupational therapy 
department. Miss Huebner was brought to our 
department five years ago when we were under- 
going reorganization. Next to her is Miss Claire 
Glassner. She is the newest member of our 
staff, has been with us for three months and 
works in the TB service. This is her first job; 
she just graduated. Next to her is Miss Jean 
Hoskins, the assistant chief, appointed about a 
year ago by Miss Huebner, who has been with 
the hospital for four years. 


Watch particularly for the four hidden agenda 
as Miss Huebner begins her staff dicussion. 


Huebner: Well be skipping our coffee break this 
morning as we have some special business to discuss. 
Dr. Brown asked me to discuss very seriously the possi- 
bility of instituting a rotation of services in the occupa- 
tional therapy department at Midtown. We’ve talked 
about this briefly among ourselves in the past, but Dr. 
Brown in his last hospital observed the rotation system 
in operation and was very favorably impressed. He felt 
that they had an extremely progressive system in their 
ocenpational therapy department with a _ well-rounded 
staff who were able to work together as a team. In 
turn the whole OT staff was able to work together as 
part of the entire medical team. He is very anxious 
for us to give this serious consideration with the possibility 
that we may be able to institute it here. This will be 
the problem. It will mean a change in our program 
affecting all of us and is something we should think 
out together. 

Hoskins: 1 think we should give this some real thought, 
Miss Huebner, I think you are quite right. 

Withers: 1 don’t see very much use in discussing it. 
After all, Miss Hoskins, this idea was tried quite a num- 
ber of years ago when Dr. Black was here. He threw 
it out and put in the more desirable idea of speciali- 
zation. 


Hoskins: Don’t you think, Miss Withers, that if we 
tried this out a little bit, it would keep us all from get- 
ting kind of stale in the departments we are already in? 

Withers: But aren’t you forgetting the patient? After 

Huebner: No, 1 don’t think so. 

Hoskins: In a department that is well established what 
would happen to the patient? I don’t know. Didn’t 
Dr. Brown give you some good reason, Miss Huebner? 
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Huebner: Dr. Brown looks at the whole problem from 
the background of the physician who, as we all know, has 
a general training. He sees advantages to specialization and 
also great losses in too much specialization. He sees that 
one of the virtues of occupational therapists is the good 
general foundation which enables them to treat patients 
as persons, as individuals, not as a specific disability. 

Glassner: 1 think rotation might be a fairly good idea. 
I haven’t had very much experience but I would kind of 
like to get into the different departments. 

Goodrich: Ym very much surprised that Dr. Brown made 
this suggestion. There is too much in modern occupational 
therapy to expect a person to cover all the fields. I think 
the modern trend, with no question about it, is toward 
specialization. You know since I’ve been here this year 
Ive worked only in the physical disability functional clinic, 
and I think that that is about all that I can do. I had 
some special training in it. Certainly, even though we were 
training in all fields, I think the expectations of the schools 
these days is that people should not try to do everything, 
I’m really quite surprised, 

Withers: 1 agree, 


Hoskins: Don’t you think that maybe we can look at 
this a little more objectively? What were some of the 
other suggestions—some of the reasons for doing this as 
far as the hospital is concerned? 

Huebner: Dr. Brown emphasized the fact that Midtown 
is not a specialized hospital. 

Withers: Well, I know a department now that covers 
three services without rotation. 

Goodrich: 1 could not go to the NP service where Miss 
Withers has a wonderful setup, and has been so experienced 
over the years, since I have so little experience in that. It 
would mean leaving my clinic where Pve just gotten the 
right equipment and having to train again. I don’t see 
how I could do it. I think it is rather a strange idea. 

Glassner: You bring up a point, Wells. I think I’m be- 
ginning to agree with you. I’ve just started a new project 
on the TB service. We’ve begun pre-vocational testing, 
and I think that a person should be able to carry through 
his project. I would have to change just when I’ve got it 
going pretty well. 

Withers: 1 think experience counts a great deal. 

Goodrich: Do you think that Dr. Brown was really 
serious about this idea? 

Huebner: Yes, Dr. Brown was extremely serious. He 
has seen it in operation in what he considers a progressive 
department. His feeling is... 

Goodrich: Do you know where it was? 

Huebner: Yes, in Trinity Hospital where he was assistant 
medical director. 

Goodrich: Well, after all... 

Withers: We did rotations several years ago, I believe 
it was about ten years ago, and then they threw it out. I 
think if we maintained our own shops, and really gained 
some experience, we could give more to the patient. 

Goodrich: Now this project of Claire’s . . . wouldn’t 
that suffer? 

Huebner: The project should not suffer according to 
Dr. Brown. In rotation he suggested using Trinity’s time 
schedule which was four months in a location. The project, 
anything that was being carried on, would continue through 
the next person. After all, such projects are done, not for 
the individual doing them, but to benefit the patient. In 
turn, whatever the therapist has learned in one service, she 
could carry on and apply in the next service. At the end 
of a year when we had rotated, we would have a staff 
that could work much more closely together, one which 
understood each other’s problems and each other’s methods 
of working. 

_ Hoskins: We have the future of the department to think 
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about, too. 
Huebner? 

Withers: Weve had a good department for a number 
of years. 

Goodrich: You know, maybe we should look toward 
three divisions in the department. 

Glassner: 1 think I agree with you on that. 

Huebner: Another thing that Dr. Brown brought up 
of which you are all aware, is that the residents in the 
hospital change services in their teaching programs, and 
that it is an advantage to the medical side to have occu- 
pational therapists who are not trained in one specialty 
alone. 


Goodrich: Well, 1 think 
* 


Isn’t that what you had in mind, Miss 


Schmidt: Now from this suggestion of Dr, Brown’s, 
let’s cut this scene and begin to look at what initial 
agenda these people were talking about, and reflecting, 
as they dealt with this problem. We are going to actually 
ask the role players what they were feeling at various 
times. 

Lippitt: You notice this group was all talking about 
the problem. Let me start out with you, Wells. What 
other things did you have on your mind while talking 
about this problem? 

Goodrich: 1 was quite taken aback by this suggestion. 
I’ve got a long term ambition to direct a department in 
physical disabilities before too many years, and have no 
interest whatever in neuro-psychiatric work or TB work. 
When I was hired I understood that I would be permitted 
to go on functional service and I have a lot better training, 
I really believe, than anyone else in the whole place. It’s 
kind of irksome to have to get orders from a woman. 
Quite a few of my classmates have already directed de- 
partments, and I went to a very good school. 

Lippitt: As I understand it, then, you were interested 
in your own status rather than this problem? 

Goodrich: 1 certainly don’t want myself demoted by 
moving around, Although the assistant director is still 
supervisor, for she had it before I came, I hope that very 
soon [ll have it all to myself. 

Lippitt: I thought the reason you gave for objecting 
to this rotation plan was that it just wasn’t progressive. 

Goodrich: Well... 

Lippitt: What was going through your mind as you 
talked about this problem, Miss Withers? 

Withers: After all, P’'ve been in here fourteen years. 
They brought in Miss Huebner as director, and I thought 
surely I’d be director. Then they brought in Miss Hos- 
kins and after a while she became assistant. She hasn’t 
the experience and the background that I have. I just 
don’t sce why she should have been made assistant. I 
should have been made assistant. 

Lippitt: Then it’s kind of hard for you to line up on 
her side of the fence? 

Withers: Yes, indeed. 

Lippitt: Let’s see now. Then this feeling you had for 
her decided which side of the fence you were on? 

Withers: Yes, anything she says, I don’t like. 

Lippitt: How about that, Miss Hoskins, did you feel 
any this? 

Hoskins: P’'m very much aware of the feeling between 
the two of us because I was promoted over her head. 
Although I had a little more varied experience than 
she, I knew that she would hold it against me. 

Lippitt: Was.there anything that Miss Withers did at 
this meeting that made you feel that her comments were 
directed entirely against you? 

Hoskins: Well, she came right in every time I spoke. 

Lippitt: She was there to neutralize you. Okay... 
Miss Huebner, were you very happy about what happened 
here? How did you feel about this? 


Huebner: No, I was not happy, but I can’t say that I 
was too surprised. I feel that I have a very good staff 
with a few exceptions. We’ve come a long way in the 
last three or four years. I’m aware that our new medical 
director has an extremely good reputation, and he’s a 
dynamic man. If I went back to him and said .. . “This 
is the way my staff feels” . . . we honestly don’t believe 
it would work,” he would not force us to do it. How- 
ever, we would be refusing him something that he is 
anxious to have tried and inevitably that is going to hinder 
the progress of the department. I feel that Wells is per- 
fectly capable of taking on another service and, if she 
could be persuaded, I know that Miss Glassner is also, 
I know that Miss Hoskins is my right hand man, and it 
might be an excellent thing if Miss Withers was shifted. 

Lippitt: 1 think this is very interesting. If the future 
of the department is at stake, it’s interesting that you 
didn’t mention it to the group as a factor in making their 
decision. What kept you from saying this? 

Huebner: The realization that to at least two people 
on my staff at the moment, the future of the department 
meant nothing. The better the department, the harder it 
is to accept. Wells is perfectly capable as long as his 
long term ambition is fulfilled. Claire, I think, would 
see it but she is relatively young, and her outlook is not 
too broad. Miss Hoskins is the only person on my staff 
who has the broad administrative outlook. 

Lippitt: You were aware of these agenda that were 
going on, and they prevented you from bringing to the 
attention of the group some pretty important information. 
As you saw it, that is, this decision might enhance the 
reputation of your department. 

Now Pll talk to you, Miss Glassner. A lot of people 
felt that you were highly involved in this problem, but 
were you thinking of something else? 

Glassner: 1 think that Wells is cute; I wish he’d ask 
me for a Saturday night date! 

Schmidt: These are some of the things that 
people bring to the meeting which prevent them 
from being one hundred per cent participants in 
a problem solution situation. Sometimes they 
withhold from the group some information that 
is extremely important if that group is to make 
an intelligent decision. 

Certainly in these sessions we are not advocat- 
ing that everybody should say everything about 
himself. I think all of us would feel a little 
uncomfortable in a world or a group in which 
everybody could read everyone’s mind all the 
time. There are certain departments of our lives 
on which we want to pull the shutters and keep 
private and to ourselves. We are concerned, 
however, that a group make it as comfortable as 
possible for people to make contributions which 
will help in the solution of the problem, that 
they will bring forth ideas and that they will 
bring forth data which the group needs in order 
to solve the problem. This is the general area 
in which we would like the discussion groups to 
think together this afternoon. 

Lippitt: Thank you, Warren. These are the 
three questions that we'd like to have you discuss: 

1. What are some of the things—in addition 
to those four things—vested interest, status, ag- 
gression and private goals—that prevent individ- 
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uals from being themselves in a meeting and say- 
ing what they really think in terms of helping a 
group solve a problem? 

2. What can a member of a group do to over- 
come these? That is, if you are a member of this 
staff, what could you do to help it deal more 
effectively with these issues and these hidden 
agenda? 

3. What can a chairman, or a leader, or a 


supervisor do to overcome the problems of hid- 
den agenda? What could the chairman have 
done to develop a staff that could be more pro- 
ductive, could reach decisions, could solve its 
problems more effectively? What could he have 
done to understand these hidden agenda? What 
could he have done if he had understood them 
and had been able to diagnose them? 


(Discussion groups) 


EXPLORING ADMINISTRATIVE PRACTICES 


Monday, October 18, 1954, 7:00-9:00 p.m., General Session 


Lippitt: In terms of the four goals which we 
have for our institute we will investigate our 
third step this evening. We want to take a 
look at how you and I, in our jobs, can become 
more effective in the way we go about our ad- 
ministrative task on the job. This evening we 
are exploring administrative practices. 

The panel members are Dr. Ralph Bedell, 
chairman of the department of psychology of the 
American University, who is on leave of absence 
and is now working in the U. S. Office of Edu- 
cation. Dr. Bedell is a leader in the field of per- 
sonnel and guidance. Next to Dr. Bedell is Dr. 
Leland Bradford, director of adult education serv- 
ices of the National Education Association, one 
of the pioneers and leaders in the field of adult 
education in this country and very much inter- 
ested in leadership training. Next is Dr. James 
F. Garrett, chief of program services of the Office 
of Vocational Rehabilitation in the Department 
of Health, Education and Welfare. Dr. Garrett 
is constantly developing institutes and training 
programs for people in vocational rehabilitation, 
and has a first-hand knowledge of the training 
problems and educational needs. 

Dr. Randolph Wyman is medical superintend- 
ent of Bellevue Hospital in New York City. 
Prior to that he was medical superintendent of 
Bird S. Coler Hospital, Welfare Island, New 
York Ctiy. Dr. Wyman is one of the leading 
examples of people who try to put into practice 
some of the things about which we have been 
talking. I am sure you will be interested in 
some of the ways he is trying to take interper- 
sou.al relationships into consideration in his ad- 
ministrative practices. These are the four re- 
source persons who will present their statements 
to begin our evening session. 

Our interviewing panel are representing you. 
They, in a sense, are the 450 of us getting ready 
to aim our guns at this resource panel, to be sure 
they meet our needs and talk about some of the 
problems we are facing. When you entered, you 
received a card upon which you can write a ques- 
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tion at any time it occurs to you. We have ushers 
who will be going up and down the aisles, and 
they will pick up your card and your question 
will be brought up front to a screening table. 
This does not mean that they are going to screen 
out your good questions, but they are merely 
going to screen out the duplicates, and send them 
up here so that the interviewing panel can ask 
your question for you. You may make your 
question applicable to a particular presentation, 
or you may raise a general question related to 
this whole matter of administrative practice. Let’s 
not be at all inhibited about this, let’s feel abso- 
lutely free to use these cards to the maximum, as 
they are your way of communicating to your 
representative. 

Our interviewing panel was selected from peo- 
ple who would represent the different areas of 
interest. Miss Beverly Bates, who works on a 
small occupational therapy staff, is representing 
you who are operating and working in small staff 
situations. She is occupational therapy super- 
visor at the Medical College of Virginia in Rich- 
mond. Next to her is Dr. Wells Goodrich, who 
is well known to us now, although some of us 
still see him as an administrator whom we are 
not sure we like from the role playing situation. 
He is representing those of us here in the audi- 
ence who, from am edical point of view, are 
interested in the medical side of administrative 
practices. You all know his work in the Na- 
tional Institute of Mental Health. Next to Dr. 
Goodrich is Miss Helen Willard, director of the 
Philadelphia School of Occupational Therapy, 
School of Auxiliary Services, University of Penn- 
sylvania. Miss Willard is known to many of 
you and tonight she is representing those of us 
in the audience who are particularly interested 
in educational work and the training of occupa- 
tional therapists. Our final interviewing panel 
member is Lt. Col. Helen Sheehan. She is chief 
of the occupational therapy branch of the Office 
of the Surgeon General. She is representing 
those of us who are working in large staff situa- 
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tions. These people will be asking questions for 
you, and they will be counting on you to send 


questions up to them. I think now our pro- 
cedures are clear. By cooperating with one an- 
other we can certainly bring to bear some of the 
considerations, some of the problems in this whole 
matter of administrative practices in operation. 


We'd like to start this evening by asking Ralph 
Bedell to share with us his thoughts about some 
of the psychological prerequisites or characteris- 
tics of good administrators. 


Bedell: If 1 have any one comment to make 
about administrators it is simply that an adminis- 
trator is a human being. The person who is 
the boss actually does have feelings. He has 
things that hel ikes or doesn’t like. Perhaps he 
has hates and fears. Many of these he does not 
communicate to any extent even to his most in- 
timate friends, and if I had any word of advice 
here to those who would be administrators, it is 
that you would recognize that administrators must 
be personal, they must be human, and they must 
utilize the same characteristics and the same 
principles that apply to a successful relationship 
among any group of human beings. In the few 
points that I want to make, let me give you a 
very basic viewpoint. This is one that I believe 
will be new to many people. It is simply that 
in viewing the characteristics of an administrator, 
I believe you can see these better if you think 
of human traits as being the kind of things that 
are identified along a continual line between two 
extremes. Thus I think administrators are espe- 
cially characterized by the way they move in their 
personal characteristics, as well as the way they 
stay fixed. Administrators may on the one hand 
be purposeful, they may have very well defined 
goals that they expect to achieve. Their goals, 
on the other hand, may not be at all well iden- 
tified, or they may appear not to know where 
they are going. Thus an administrator may vary 
from this characteristic of being very sure of what 
is expected to a characteristic of being almost 
totally unsure of what is expected. I think the 
competent administrator is the person who is sure 
of his goals. As a second point, an administrator 
moves from institutional objectives to personal 
objectives; on the one hand he must think about 
the budget, he must think about the organization 
of his institution; on the other hand he must 
think about the welfare of the people whom he 
serves. Now fortunately these two are not neces- 
sarily contradictory, although at times they ap- 
pear to be so; and the administrator who really 
has achieved eminence in his position is the one 
who has learned to utilize the people in his 
charge to determine his institutional objectives. 


The third point is that an administrator must 
be both stable and flexible. He must be stable 


in the way that he approaches the people with 
whom he works so that his employees will know 
what to expect of him when performing a task 
in his service. He must be flexible so that he 
can change quickly to meet new situations which 
may arise from the people with whom he works, 
or in the institution he serves. 

The fourth point I would suggest for the ad- 
ministrator is that he must give directions, and 
he must not give directions. A fine part of ad- 
ministration is finding the proper place between 
these extremes. The science of administration is 
in the fact that it cuts down the margin for error; 
it does not eliminate it, merely reduces it. I want 
to leave my discussion right there to be picked 
up by the next discussant. 

Lippitt: I think we might move now to Lee 
Bradford's presentation. Lee, I would think that 
you represent, being basically the combination of 
an adult educator and a social psychologist, a per- 
son who is interested in leadership training. In 
this whole field of the social sciences in the past 
ten or twenty years, there has been a great deal 
of research going on, hasn’t there? Could you 
share with us some of your thoughts about this 
from your experience? 

Bradford: Yl try to select a few of the re- 
search projects that have been carried out and 
see if we can keep it brief and confined to about 
three areas. In a sense this is all the same area. 
It revolves around the need for people to feel that 
they are playing a part in the overall work in 
which they are engaged. We would call it in- 
volving people, or being conscious of people; 
in all events work efficiency comes better when 
people who are working have a sense of belong- 
ing, a sense of involvement in making decisions 
surrounding their work. As Ralph Bedell just 
said, the good administrator thinks both in terms 
of institutional problems and of individual prob- 
lems. Some research in various fields certainly 
accentuates this. One research project carried out 
at Michigan about two years ago, dealing with 
problems of industrial supervision found fairly 
clear evidence that the supervisor who was em- 
ployee centered, who was thinking about the in- 
dividual rather than being primarily task centered, 
or thinking about the job to be done, got more 
achievement out of his group. Other research 
studies dealing with group leadership show the 
same results. The first point I am stressing is 
that good supervision is at least as much, if not 
more, centered upon the needs of the. staff and 
the employees to be supervised as upon the job 
to be done. Good supervision of the staff means 
that the staff can take over the direction of 
their work. 

The second point that I want to make deals 
with the area of decision making. In the last 
decade or so, there has been a certain amount of 
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writing in the literature about democratic leader- 
ship and this has created a considerable amount 
of guilt in the minds of many supervisors who, 
on the one hand, feel the necessity of getting the 
job done, and on the other hand feel that maybe 
they are too autocratic. Frequently this guilt has 
been assuaged by the individual’s saying, “Of 
course I’m very democratic in my leadership, I 
ask my employees to come in and tell me what 
they think about the problem, I listen very care- 
fully to them before I make the decision.” These 
same supervisors have wondered why their de- 
partments showed the same symptoms as depart- 
ments that were more autocratically run; that is, 
that there was a considerable amount of tension 
between members below the supervisor. Literally 
what was happening in this situation was that 
the employees were being invited to contribute 
to the decision making process, like putting some- 
thing into a machine, and then the actual process 
of making the decision was made in private by 
the supervisor. He merely told the final an- 
swers. The employees only saw the end product, 
so they became suspicious and wondered why the 
decision was made. 


The third point I want to make deals with 
involvement. I want to quote an experiment 
that we’ve repeated a number of times in different 
ways. This experiment tested the ability to do 
very simple tasks in three situations. In each 
case there were about five people involved. In 
the one case let’s think of the five people side 
by side along a table. The rules were that no 
one could communicate to anybody except the 
person on each side of him. You did this by 
notes. Now how does this group make a de- 
cision? Obviously from passing words to the 
person on either side. What happened in this 
kind of situation was that the person who was 
in the middle very quickly and efficiently organ- 
ized the job because he could receive messages 
from two people, whereas the end people received 
messages from only one. Here was a very effi- 
cient organization and they got their jobs solved 
very rapidly. Another formation was in the 
terms of the letter “Y.” Imagine the letter “Y” 
and the same rules of the game. Here the per- 
son in the apex of the “Y” quickly organized the 
task and found this even more efficient than a 
straight line because he got all the messages sent 
to him, and he passed out the end results and 
everybody knew the final decision. The third 
structure was in the form of a circle. Obviously 
everybody could talk to two people, and nobody 
was in the center. This group worked much less 
efficiently; it took a longer time to make a deci- 
sion. However as the experiment was continued, 
two things were found. One, that the circle be- 
came more efficient than either the straight line 
or the “Y” and secondly, people in the straight 
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line and “Y” became disinterested much more 
rapidly. The person in the straight line at the 
end position began to say ... “Well, I’m not 
interested any more, it’s the person in the center 
who is having all the fun, all I do is pass the 
message down.” In the circle everybody was 
participating and thereby being involved in mak- 
ing the decision. In conclusion we can say that, 
while the problem of involvement is a difficult 
one, research results show very clearly that when 
people are involved in making decisions their 
efficiency and production go up. 

Lippitt: Our third resource person is James 
Garrett. Jim, you’re constantly working out in 
the field in the area of vocational rehabilitation, 


_ workshops and institutes. What are some of the 


ways that can be helpful in training and develop- 
ing administrators? 

Garrett: I think that in two words I might 
summarize what would be the keynote for prac- 
tically any training program in the field of de- 
veloping administrators. They are “balance” and 
“integration.” First there has to be balance and 
integration in the training of administrative per- 
sonnel from a purely technical point of view. One 
of the great problems in the development of 
training programs for administrators is that all 
too frequently we are not very well equipped 
with an analysis of just what that administrator 
has to do, what knowledge and skills are required 
in order for him to function properly. 

Second, balance and integration have been 
pointed up on an interdisciplinary basis. In other 
words, in the training of administrators, we've 
seen the growth of not merely one department, 
but rather a cross-disciplinary base which should 
be developed on an interdepartmental level. 

Third, we are seeing much more of a develop- 
ment in the interrelation and balance between 
classroom instruction and practice. It’s simple 
enough in most institutions to develop the didactic 
type of instruction in telling people what they 
should or shouldn’t do. The big problem and 
the greatest void is the actual opportunity for 
trainees to work under good sound administrative 
supervision. 

The last point that I would like to make is 
that obviously, from this workshop, the greatest 
impetus that has been given to the entire field of 
administration is this emphasis and stress upon 
the whole area of interpersonal relationships. I 
think, in other words, that the pendulum in the 
training of administrators has shifted. It shifted 
from the pure and simple question of how to get 
your job done, over to the area of working with 
people, getting the most out of staff, having the 
staff participate in the activities of the organiza- 
tion. The only caution that I’m trying to point 
out is that somewhere between the swings of the 
pendulum lies the real solution—the real program 


her 
q 
225 
4 


for the development of administrators. There- 
fore it is a question of balance and integration in 
the total training program. 

Lippitt: Now we come to the fourth member 
of our resource panel, Randolph Wyman. Randy, 
I know that you have some of the worst head- 
aches that any administrator could possibly ask 
for, and you certainly are faced with some of the 
practical things. From your own personal ex- 
perience, I think we'd like to have your thoughts 
—your attempts to apply some of these things. 

Wyman: Basically, perhaps, we should go back 
to the primary purpose of any hospital, which 
is the care of the sick, the education of doctors 
and nurses and non-medical professional help, the 
study of disease and research, and to this now 
has been added rehabilitation. It is in this area 
that the occupational therapist is functioning. 
Following the war, the program of rehabilitation 
medicine joined together, under the direction of 
a medical specialist in rehabilitation, a physical 
therapist, an occupational therapist, speech ther- 
apist, recreational leaders, psychologist,  re- 
habilitation counsellor and physical education in- 
structor. This has produced a jockeying for posi- 
tion on the part of the professional non-medical 
workers, resulting many times in divergencies and 
an unsatisfactory relationship between workers. 
Petty jealousies between various groups of these 
workers resulted in an attempt to make their par- 
ticular specialties the most important part of the 
service, with the result that patient care suffered. 
The medical profession itself might accept part 
of the blame since it did not explain in detail, 
and did not get over to the occupational ther- 
apists, the whole picture of total patient care in 
the department of rehabilitation medicine. The 
occupational therapist was swept into this new 
specialty which stressed functional therapy even 
to the exclusion of recreational and diversional. 
Therapists, instead of being an entity, became 
part of a large department with many different 
modalities of treatment and were very unhappy 
because of their allocation to minor roles in the 
care of the patient. Many occupational therapists 
felt that their best patients were being re-routed 
to other areas and that they were being left with 
those who were hopelessly incapacitated and for 
whom very little could be done. The newest 
students who graduated from schools of occupa- 
tional therapy where functional work was stressed 
had a feeling that the diversional and recreational 
types of service were in a class of boondogglers 
and tended to look down on all the workers not 
well versed in functional modalities. In the face 
of this, the most progressive directors of rehabili- 
tation realized that the entire picture had to be 
coordinated—that communication between the 
various therapists had to be collated so that 
everyone would realize that the group all shared 


a common desire and a common purpose. This 
is the circle that was talked about, mainly to pro- 
duce better care for the patient. This resulted 
in a team concept of treatment which is now 
being used successfully in rehabilitation centers. 
Every member of the team conference expresses 
his feeling as to the patient’s needs, and a group 
determination produces better care of the patient. 
The team consists of all the professional services 
joined together in the department of rehabilita- 
tion medicine, and includes also social workers 
and ward nurses. Directors also see that there 
are groups of patients whose limitations will pre- 
vent them from reaching the level of self-care 
enabling them to return to the community; these 
people are necessarily institutionalized and will 
require recreational and diversional programs. I 
still believe that the occupational therapists must 
have a great part in the supervision of these activ- 
ities. In this institute on interpersonal relations, 
I would like to go back to my original topic— 
the difficulties that are involved in welding into 
a department a group of many skills and different 
approaches. Unless the early resentment, which 
was common to all non-medical professional 
workers who were gathered in these departments, 
is overcome, the care of the patient definitely 
suffers since each specialty tries to obtain a great- 
er and more important role. How can all these 
functions be coordinated? We have found that 
the team concept helped greatly to give the total 
picture to everybody. The presence of all mem- 
bers at an evaluation conference got over the 
message of how we all worked to produce a result 
that we all wanted. The fact that everyone at 
the conference was free to present his views and 
to discuss them in the light of patient care has 
built up the morale of the entire group, so that 
petty jealousies are gradually disappearing. Per- 
haps the program that I have been talking about 
developed too quickly in the early days and there- 
fore we had frustrations that were expressed by 
the workers, who felt that their long years of 
training and treating patients were being ruth- 
lessly tossed into the discard. Everything that I 
have outlined refers to institutions with large 
programs in rehabilitation medicine. These pro- 
grams themselves are varied by ‘the character of 
the institution in which they are developed. 
Quite often therapists, through their feeling of 
professional status, have caused resentment and 
animosity on the part of other workers engaged 
in patient care. In working out a means for in- 
terpreting all this we have, at the monthly con- 
ference in our institution, top level administration 
that is a member of this group—the director of 
the rehabilitation service—and from time to time 
have asked him to present to the administrative 
conference the difficulties which he experienced 
and what assistance he needed from other divis- 
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sions within the hospital. We expect the director 
to go back to his department and, at his own 
conferences, present the reasons why some of the 
requests, which arise from the team and which 
must be passed upon by top administration, are 
sometimes denied. Unless the reasons for deny- 
ing the program can be transmitted by communi- 
cation, all the way back to every member of that 
team, the enthusiasm for the continued care of 
the patient will be dampened. It is my feeling 
that the program presently in force, and new 
programs that have been contemplated, are bet- 
ter adjusted to help patient care today than ever 
before. We've progressed a long way with better 
relations between ourselves, our co-workers and 
our patients. 

Lippitt: Now we want to begin to pin some 
of these people down on some of the points 
they’ve made or ask them for a little elaboration, 
or perhaps for some more evidence. Miss Bates, 
have you a question? 

Bates: Yes. Dr. Bedell, can you make some 
suggestions for changing the situation where the 
administrator does not have the psychological 
characteristic that you mentioned? 

Bedell: Let me say that being an administrator 
is a fine art. I think the best way to change one 
is to get participation in group discussions of his 
problems. As an administrator, I can say to you 
very surely that for the administrator to sit with 
his own people, carefully reviewing the problems 
under consideration, and getting the group deci- 
sion, putting that decision against the situation 
as it exists, is the best way to improve any admin- 
istrator. I think this is often thought of as how 
to improve the employee, but I assure you I be- 
lieve it includes the administrator as much as it 
does the employee. 

Lippitt: 1 know there are a lot of people here 
who would like to discuss this. I’d like to pass 
this question over to Mr. Bradford. 

Bradford: Thinking about the administrator 
and trying to change him, we have to realize why 
he doesn’t change. One of the reasons is, if we 
suggest change, this is very threatening, therefore, 
he’ll be more exposed. He’s fearful he may fail 
in a different way of working. If he allows peo- 
ple to discuss these problems of administration, 
of how to make decisions, there may be some 
open questions as to how he does things that 
may be difficult to take. Before we blame ad- 
ministrators perhaps we need to see what are the 
threats that they face when we try to create 
change in them, and what is the least threatening 
approach we can make to create change? 

Lippitt: Miss Willard, have you a question? 

Willard: Yes, Dr. Bradford, to what extent do 
you ‘feel students may or can be involved in 
planning their own curriculum or educational ex- 
perience? 
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Bradford: It seems to me that we can divide 
this question a bit and say that obviously the 
teacher is far more skilled in curriculum planning 
and in knowledge about learning, but after all 
it is the student who is learning, and one thing 
that could be done is to involve students much 
more in (a) revealing the extent to which the 
teaching methods are making it possible for them 
to learn and (b) what other approaches which 
have a certain authority would be better. Again 
I think that students are experts in the particular 
situation they are facing, but I think we shouldn't 
assume that we go from one extreme to the other. 


Bedell: 1 would like to comment on that. It 
has been proposed to me that one could give to 
students a large measure of responsibility for their 
own curriculum, and for their own methods of 
teaching, so long as problems pertaining to their 
experience and the outcome of the problems were 
such that they had ways of evaluating that out- 
come. Thus, in the case of graduate students, 
I have found it very possible to give a large 
amount, sometimes complete control to persons 
in selecting their curriculum. Whereas to young- 
er students you can give that complete control 
in things that they know, and things that they've 
experienced, but in things that they have not as 
yet experienced, it becomes a problem for the 
teacher to bring them into that experience. 

Lippitt: 1 have a question here. How far 
should or could an administrator go in divulging 
the many reasons for not carrying out certain poli- 
icies, Or vice versa? 

Wyman: I don’t think that any administrator 
will frankly discuss the entire problem if it is 
going to end up in a dangerous situation. I 
think that most people realize that administrators 
are bound by local law (also the governing 
board of the hospital), by generally accepted pro- 
cedures of the community and by their budget. 
If a frank discussion is given to the team which 
has presented this problem, rather than a bald 
statement, “Well, it just can’t be done,” I agree 
with you that this might be helpful. I think that 
this goes back to the feeling that the administra- 
tor is a human being after all. 

Garrett: 1 think that part of the answer to 
this question is how the problem gets up to the 
administrator for a solution. This is extremely 
important, because I think that staff participation 
and total exploration in the reasons for and 
against doing something is of itself partially a 
guarantee that the staff will understand most of 
the reasons why the decision is to be made one 
way or another. 

Goodrich: We've been deluged with half a 
dozen or more questions on the research that Dr. 
Bradford mentioned about the circle, the straight 
line and the “Y.” Most of the questions are 
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something like this, “How do you develop a circle 
situation from a straight line existing pattern?” 
Does the circle actually reach decisions and is 
the circle similar to the free group discussions 
that we have had today? 


Bradford: Let’s see if we can answer all three 
of those questions at once by saying first, results 
are not necessarily applicable in any situation, 
because the research is set up specially, and sec- 
ond that more research is necessary. I would 
like, however, to give one quick research project 
from industry to amplify this. It was found that 
in a given garment factory when employees had 
to learn new skills, they might as well fire them 
because they didn’t do as well as new employees, 
trained from the very beginning. This problem 
of overcoming resistance to changing habits was 
just too great. The experiment was this. Three 
methods were tried. In the first method, the en- 
gineer explained very thoroughly why the change 
had to be made, what were the new tasks and 
the piece rate. After fourteen weeks the group 
had not yet arrived at the level of competency 
of their old skill. In the second experiment, a 
worker’s group was asked to elect a group from 
among themselves to work with the plant en- 
gineer to decide upon the change in working out 
the various skills, and reporting back to their 
own bodies. It was found that within a few 
weeks, they had equaled and were passing the 
previous level of achievement. In the third situ- 
ation, the entire employee group took a number 
of days to work out the change that they would 
employ together. It was found that within a 
week or so, they had not only reached their pre- 
vious level but measurably passed it; again a pic- 
- ture of involvement. What can be done to 
achieve this? 


I think Dr. Bedell gave one answer, that the 
more we work together the more we realize there 
is nO magic answer, no panacea that will enable 
us to move from one pattern to another. It’s 
not that this system removes problems, but rather 
that it involves more people in solving them. 
We get trapped frequently in our administrative 
practices by saying, “Well, I haven’t got much 
time to be democratic.” All this does is create 
a dependent and apathetic staff. If we can take 
more time to help a staff grow in responsibility, 
then gradually they are able to solve more 
problems. 


Lippitt: This relates to the whole concept of 
delegated responsibility. We find that in certain 
situations, the more you can delegate responsibil- 
ity and people can accept self-administration, the 
more the administrator can decentralize his opera- 
tion. I think the major comment is . . . let’s 
not think there’s a magic answer. There isn’t. 


Miss Willard, have you another question? 
228 


Willard: 1 have a question for Dr. Bedell. As 
you stated, budget and organization are an im- 
portant part of the supervisor’s job. Many staff 
therapists are unaware of the task involved, and 
feel the supervisor has a racket, sitting at her 
desk, or running off to conferences. How can 
the supervisor make the staff aware of her as a 
human being and of her work for the depart- 
ment? 


Bedell: I don’t believe that there is any really 
simple formula for this, but I’d like to suggest a 
few principles that are likely to help. In the 
first place, let us emphasize again the importance 
of the supervisor taking into her confidence the 
people with whom she works. Thus I believe 
a budget is best made for the people who spend 
the money. I don’t think a budget is necessarily 
something that is handed down. The organiza- 
tion, of course, of any administrative group, is 
simply the expression of a way the group decides 
to work together, and there’s nothing about the 
group itself that couldn’t change if they knew 
the organization would be better. If the super- 
visor really wants to get these problems solved, 
I would suggest, at the beginning, that he let 
the group know that it’s quite all right, quite re- 
spectable for it to attack these problems. 


Lippitt: Is that satisfactory, Miss Willard? 
Wells, do you have a question that you want 
to put to Jim Garrett? 

Goodrich: Yes, I was interested in one thing 
he said. Could you spell out for us the kinds 
of decisions you feel can best not be done by the 
group as opposed to the kinds of decisions that 
might be done by the group? 


Garrett: I think that that is a rather difficult 
question. I'd like to go back to something that 
Ralph Bedell mentioned: that there are some 
decisions that, generally speaking, the staff is not 
totally equipped to handle. There are questions, 
and they come up quite frequently, particularly 
of policy in which it is very difficult for the staff 
to have the total orientation or background to 
properly deal with the problem. There are also 
problems which are of such a complex nature 
that very frequently you find the staff gives you 
alternatives, and they themselves can’t agree on 
a decision. That would be a situation which 
would lead to chaos. In situations of that type, 
I think the administrator has to make the deci- 
sions, based upon the evaluation of what the staff 
comes up with, plus the administrator’s own de- 
cision. 

Lippitt: Miss Bates, have you a question? 

Bates: Yes, I have a question here for Dr. 
Wyman. How can top administrators help all 
departments on the staff understand the need 
for team-work, as opposed to individual depart- 
ment work? 
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Wyman: The top administration should meet 
with the heads of these various departments at 
least once a month, at which time mergered de- 
terminations of policy are discussed. The only 
reason for the institution’s existence is for the 
care of the patient. To provide that care there 
must be a coordinated effort on the part of every 
division in that institution. One example, the 
doctor says he is the most important person in 
the hospital, the nurse feels she is, the dietitian 
says she is. On the other hand, all three of them 
would be at a terrific loss if the engineer didn’t 
get up steam on a cold morning. This is the 
‘way I would picture an institution, as needing 
a communication between the various divisions, 
not on their individual level, but on their need 
to help each other to do a better job. 

Sheehan: Dr. Bedell, given a poor administra- 
tor, how can you arrange for the group meeting? 


Bedell: 1 can say this, if the administrator is 
really poor enough people will eventually find it 
out. In the meantime, it is possible for groups 
to propose ways of working, and one important 
thing, I think, is that any worker ought to con- 
sider the technique of approaching an adminis- 
trator. In my first comment I tried to say that 
an administrator ought to be approachable; if he 
is not, then study that administrator, and just 
apply your own technique and skill to him, and 
see if you can’t find some weak point that you 
can penetrate. He must have some point of per- 
sonal contact—he got the job—and he didn’t 
get it by keeping himself unavailable. Try to 
pick out some problem that you believe in, that 
he will have enough appreciation for, and he will 
let the group work on it. Be polite, be courteous, 
if that doesn’t work, wait awhile. 

Lippitt: Who else has a question? 

Willard: I have a specific question addressed 
to Dr. Garrett. You mentioned that there are 
places to train administrators; could you please 
tell us some? 

Garrett: 1 don’t think there is any one place, 
I think that it’s a question of organizing your 
programs to help train administrators. We, for 
example, in our vocational rehabilitation pro- 
gram, have for the last several years concentrated 
on the training of administrative personnel, and 
have tackled almost exclusively the same topic 
which has interested you here—the problem of 
interpersonal relationships. We conducted dur- 
ing one year, training programs in the form of 
workshops for all the directors of our state voca- 
tional rehabilitation programs, and then the next 
year started out on the process of training pro- 
grams, similar in nature to what you're doing for 
front-line supervisory personnel. 

Bedell: I'd like to underscore that just a bit. 
The activity of business institutions, especially the 
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larger ones in this country, in providing experi- 
ences for administrators which will enable them 
to expand their knowledge, is an outstanding 
characteristic of American industry today. One 
of the things they do is provide ways whereby 
administrators can talk to each other about com- 
mon problems. An administrator is more likely 
to open up to another administrator, and tech- 
niques of doing this have been found. 

Lippitt: Miss Sheehan, have you a question? 

Sheehan: Yes. You speak of employee-cen- 
tered supervisors. In practice this can lead to a 
great deal of dependence on the supervisor, in 
the spirit of passing on to her the problems and 
decisions which could be solved by the staff. 
Where would you stop? 

Bradford: 1 think I would take off on this em- 
ployee-centered supervision from a slightly differ- 
ent aspect. I’ve not put across quite what I 
meant. This does not mean that the leader is 
terribly sensitive to every single little problem 
that each individual has, with the idea that he 
is going to solve all these problems. If this hap- 
pened, obviously the leader would become the 
Great White Father to the group, and everybody 
would bring his problems to the leader, and he 
would be avalanched with work. These prob- 
lems of working together are somewhat different 
from the individual ones that I may have. Here 
the group leader is concerned with the things 
which are preventing this group from working 
as an efficient unit. Here are two separate con- 
cepts, one is that the supervisor is highly paternal- 
istic, and takes care of every little ache and pain 
that each employee has, versus the supervisor 
who is concerned with all the problems that the 
group is facing, which are blocking it from work- 
ing efficiently. 

Lippitt: Miss Bates, have you a question? 

Bates: Yes, this fits in very nicely. Dr. 
Wyman, is team work in rehabilitation medicine 
possible if interpersonal relationship among staff 
members is inadequate? 

Wyman: | think it is working out, just on the 
basis of people meeting with people and begin- 
ning to realize that no one particular person 
alone is going to bring the program to comple- 
tion, but that it’s going to require the help of 
everyone at this particular conference. I think 
that a good approach on the part of the medical 
director, who heads the conference, can go a long 
way toward making people feel that they all be- 
long. It’s not that PT is stealiag something from 
OT or that the speech therapist has an office 
while I have to work out in the corridor. Those 
are the various things which cause feelings of 
frustration and animosity. The only way they 
can be reduced is by having somebody who listens 
to their problems and who tries to point out how 
everything ties in. 
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Goodrich: In a large decentralized organiza- 
tion, where responsibility has been delegated to 
supervisors of various departments, what does the 
top administrator do to make his job interesting? 


Garrett. The biggest problem you'll find in 
practically any administration is to get the ad- 
ministrator to delegate authority. Though what 
you may have in mind is that some administrators 
operate on the theory that once they have decen- 
tralized authority for a particular activity, that 
relieves them of supervision. You do have to 
remember that regardless of whether or not he 
decentralizes authority, the administrator still has 
the responsibility for supervising the individuals. 


Wyman: It’s impossible to run an organiza- 
tion,, a large complex center without decentraliz- 
ing your administrative conscience. You must 
delegate your jobs, you must delegate them with 
authority, but you must have people in those jobs 
who are competent and who will know when 
to come to you for policy and guidance. 


Lippitt: I'm sorry that we weren't able to take 
all your questions, because time won’t permit. 
What we've been saying is that the whole area 
of administrative practice deals with the prepara- 
tion of people to be more effective leaders. Ralph 


mentioned some of the phenomena of the 
work of our own organization and training 
programs. Lots of things were said here this eve- 
ning. To summarize: First, we said that the 
administrator is a person with feelings, concerns, 
worries and problems—he’s a human being, in 
other words. Second, we said that an effective 
administrator is flexible. This doesn’t mean he’s 
spineless, but he’s flexible in terms of adjusting 
to a variety of situations. Third, we said we need 
to involve other people in making decisions if 
we are to be effective administrators. Fourth, we 
were saying that the administrator needs to ex- 
plain reasons for his decisions so that other people 
understand his actions. Fifth, an effective ad- 
ministrator is one who can use staff meetings 
effectively. Sixth, an effective administrator knows 
his own responsibility, has his own field of knowl- 
edge and is willing to delegate responsibil- 
ity to other people who have their area of 
knowledge, but who report to him and share with 
him, although he gives them freedom to operate. 
Seventh, an administrator is a person who should 
have individual, personal security. Eighth, an 
administrator is a person who has developed and 
trained, and who is constantly improving his 
practices. 


DEVELOPING EFFECTIVE PATTERNS OF LEADERSHIP 


Tuesday, October 19, 1954, 8:30-9:30 a.m., General Session 


Lippitt: We'll spend some time on the third 
aspect of our institute. As you know, we have 
moved from the complexities of human relations 
into diagnosing interpersonal relationships, and 
then taken a look at some problems of admin- 
istration. 

This morning we want to concentrate our dis- 
cussion a bit more on this matter of leadership. 
When we use the word leadership, we are not 
only talking about an individual but also about 
a function. We are going to try to differentiate 
between these two approaches to the concept of 
leadership. It has been most typical for us to 
think of leadership in terms of a person. We 
think of the supervisor, the administrator, the 
department head; they are leaders. In the past 
few years there has been a great deal of attention 
given to the study of leadership. 

In 1938 at the University of Iowa, Dr. Kurt 
Levine and his students set up experiments to find 
the effect of different kinds of leadership on the 
people who are led. They set up three kinds 
of leadership to observe: autocratic, democratic 
and laissez-faire. They trained the leaders to act 
in a particular way consistent with the concepts 
of these three styles; and took a verbatim record 
and movies of the effects of these upon adolescent 


boys. Some very interesting findings came out 
of this study. In one part of the experiment, the 
leader would leave the room and the record 
would indicate what happened. In the autocratic 
situation, chaos developed. In the democratic 
situation the group kept on working; and in the 
laissez-faire situation, chaos also resulted. 


At another time, they changed leadership be- 
havior. What happens if a person is changed 
from autocratic leadership to laissez-faire leader- 
ship? Some interesting results were found. If 
a person is under autocratic supervision and then 
becomes exposed to democratic or laissez-faire 
supervision, at the beginning he is quite insecure 
because he is partially on his own. Eventually 
he develops a little more security in the demo- 
cratic situation because he realizes the leader is 
performing a contributing function in working 
with him. It was hard for a person ever to get ad- 
justed to the laissez-faire situation. 


These experiments were repeated in 1942 and 
1944 at Stanford University to see if the findings 
were similar. With some small exceptions, the 
results were the same. Certainly from the study 
of these styles of leadership, it was indicated that 
autocracy creates hostility and aggressiveness 
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among the members; whereas a democratic cli- 
mate of supervision can be more efficient than 
the experimenters thought it might be. The 
democratic leadership was far more satisfying to 
the individual than was laissez-faire. 


Since 1944, when these studies first came to 
light, some of them have been taken into the 
field of industry, business administration, in social 
agencies and hospitals. As they began to study 
styles of leadership in other agencies it became 
evident that there was still another style much 
more frequent than any of these three. It seemed 
to fall somewhere between democratic and laissez- 
faire, and for lack of a better word, was called 
benevolent autocracy. In most organizations it 
was discovered that if you looked at the typical 
administrative and leadership patterns, you found 
this the most prevalent. 

What did this large amount of behavior, char- 
acterized as benevolent autocracy, mean? As we 
look at some of these patterns, it seems quite ap- 
parent that basically these administrators may 
have, and do have, good intentions. Having 
worked under all four kinds of leadership, I find 
it much more difficult to handle this benevolent 
autocratic kind of supervision. I can get mad at 
the autocrat. He can really burn me up. But 
this kind of person . . . he is so nice about his 
autocracy! It is so seductive, and I find myself 
chafing at the bit and wondering how you tackle 
it. As we look at these patterns, it becomes ap- 
parent that these people had the desire to become 
more effective leaders, or in a sense, democratic 
leaders. Although the desire was there, the skill 
or ability was not. In reality, we find there are 
certain skills in leadership that supervisors need 
to learn to become effective leaders. 

One other point worth noting is that it is un- 
fair to label, or type, people. In different situa- 
tions, the same person may lead or supervise dif- 
ferently. Even in the same situations a person 
may be quite autocratic one time or quite laissez- 
faire another time. So, if you could chart the 
various roles that a person carries out in his lead- 
ership functioning, you would probably find that 
there was a fluctuation existing in the pattern 
shown. Often when we are most insecure, or 
feel threatened, we will revert to some autocratic 
pattern of leadership. There is probably no posi- 
tion in the world as lonely as that of a top ad- 
ministrator, but when he has the feeling that 
the group is with him, perhaps he is able to be 
more democratic. 

Some say . . . “this democratic business of lead- 
ership is all right, but I have got a job to do” 

. . autocratic leadership can get decisions made 
quicker than democratic leadership. However, I 
would like to have you think on this fact; every 
decision has to be implemented. You can get 
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all the decisions in the world, but how meaning- 
ful are they if they are not carried out. If a 
group is called to a meeting and the boss says 
. . . “Look, folks, I’ve decided that this is going 
to be thus and so. . . . just wanted to let you 
know. . . . I will get a memorandum out on 
it, too.”» When we leave what do we say in 
the hallway? “He can’t get away with that”... 
“if he thinks he is going to push our department 
around he has another guess.” These are the 
murmurings, the kinds of resistance, that people 
have when a decision is made autocratically. They 
don’t understand it and they are not involved in 
it. The implementation takes longer. 


In democratic leadership, once the decision is 
made, once members are involved in making the 
decision, they feel that it is theirs and they have 
a responsibility for it. The group delegates re- 
sponsibility, or the leader helps to delegate it, 
and the implementation becomes quicker. 


One final point before we go into the other 
aspects of our morning session: all of us believe 
in democracy, but which of these three patterns 
is really best . . . which offers the most freedom? 
There is not much freedom in the autocratic 
leadership, but there is just as much in liassez- 
faire as in democratic leadership. It is pretty 
hard to choose between those two in terms of 
freedom. We might ask ourselves another ques- 
tion in terms of efficiency. Obviously laissez- 
faire leadership is not efficient, but in some ways 
autocratic leadership is. It depends on what you 
mean by efficiency, and perhaps this is not a good 
way to differentiate. Decision making, or where 
the decision making power lies, does differentiate. 
In autocracy the leader makes the decision, in 
laissez-faire the individual makes the decision and 
in democratic leadership the group makes the 
decision. 

Leadership, in reality, is not just a person. If 
a group of people is going to make decisions, if 
it is going to get a job done, there are certain 
functions which must be carried out. We have 
tended to think that the leader had to perform 
all of these functions. There are certain func- 
tions in getting a decision made which can be 
the responsibility of all the members of a group. 
Effective chairmanship is the kind which shares 
and asks the group to share the function of lead- 
ership. 

What are some of these functions? We would 
like now to take a look at them with you and 
have you suggest some more. For this part of 
our program I want to turn to John Balloch. 

Balloch: In order to translate this matter of 
leader functions into meaningful terms, we would 
like to invite you to join us in an experiment. 
In order to do this, we have to break the audience 
up into buzz groups. We have set up the chairs 
in groups of ten. We will pass out sheets that 
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list some leadership functions and would like you 
to look at them, discuss them to make sure the 
terms are understood and then add to the list. 


(Group discussion—15 minutes) 


Balloch: Two people, who left your group 
earlier, returned as observers to look for the kind 
of thing which people in that group did to help 
achieve its goal. They will report back only 
to you. We would like you now to spend the 
next five minutes in discussion with them. 


(Discussion groups—5S minutes) 


Balloch: Warren, what are some of the things 
the observers have been reporting as group re- 
sponsibilities in sharing leadership functions? 

Schmidt: Summarizing: helping the group 
make decisions, asking questions for clarification, 
giving and seeking information, encouraging and 
supporting others, initiating ideas, suggesting pro- 
cedures, initiating discussion, preparing agenda, 
reality testing, coordinating conflicting opinions, 
stating the issue, recording to avoid repetition and 
evaluating the group. 

Balloch: We should differentiate between eval- 
uating the group and reality testing. Evaluating 
the group refers to how the group itself is work- 
ing on its task. The reality tester is the person 
who tests whether or not a suggestion or com- 
ment makes sense. He is the one who says... 
will this particular idea or decision work .. . 
let’s see how it will work. This is the person 
who gets behind the symptoms and says are we 


really hitting the cause, have we thought this 
thing through before we take action? 

Now we ought to clarify all minds before we 
go to our discussion groups. People in groups 
should share the leadership function and responsi- 
bility. Too many times one person, the chairman 
of the meeting, does all of these—he summarizes, 
clarifies, and initiates ideas. These functions which 
make up the concept of leadership should and can 
be shared in the democratic problem solving 
situation. Many times we find ourselves in situa- 
tions where we are not the chairman, where we 
are not the staff administrator who has called the 
meeting. What responsibilities have we, as mem- 
bers, to improve a meeting by carrying out some 
of these functions? There is a need for sum- 
marizing . . . somebody ought to test the decisions, 
somebody ought to volunteer to record. Many 
times the chairman needs to assume some of these 
responsibilities. If he can share them, and the 
group has the responsibility, the feeling that they 
want to help him, and help the total group in its 
leadership job, we have shared leadership. As 
we go to our original discussion groups now, we 
want to raise these questions for discussion: (1) 
What can a member, not the chairman, do to 
assume some of the responsibilities of leadership? 
(2) What can a leader do to get these functions 
shared more effectively? (3) What one sugges- 
tion can each group make from the teachings of 
this institute which can be applied back home 
on the job? 

(Original discussion groups) 


SUMMARY AND CONCLUSIONS 


Tuesday, October 19, 1954, 11:15-12:00 m., General Session 


Lippitt: To define some of the things we 
have talked about in your home situations, we 
are going to have Dick Beckhard interview your 
recorders who are now on the stage. John and 


Warren will be putting your suggestions on the 
blackboard. 


Beckhard: We want to present the accumu- 
lated list of findings discovered here in the last 
day and a half. The answers of the recorders 
have been condensed as follows: 


No. 3.* Capitalize on the assets of staff members to 
promote the status of workers and the assets of more 
experienced volunteers in training new volunteers. 

No. 7. Improved communication through active par- 
ticipation. In a group situation, members will function 
more effectively if leaders’ responsibilities have been clari- 
fied. 

No. 9. Bring to the attention of the group what hap- 
pens at staff meetings, either by tape recording, communi- 
cation chart or observation, as demonstrated, and thus 
constructively improve general productivity of the staff 
meeting. 


No. 10. Obtain self improvement through a greater 


awareness of self as an individual member of the group 


by increased knowledge, observation and understanding of 
human behavior, combined with,common sense. 

No. 11. Be willing to analyze and evaluate what is 
done and try to use any sound suggestions and techniques. 

No. 12. Use broadened perception and understanding 
of group interaction with your own staff. 

No. 13. It is a challenge to go back with new insight 
and stimulate interest in, and evaluation of, the leader- 
ship functions of members as well as leaders in a group. 

No. 14. Awareness of leadership as a science; the 
realization of individual responsibility as a member of 
the group, in the capacity of either leader or member. 

No. 16. A dynamic experience has stimulated our in- 
sight into successful practical group techniques that may 
develop better leaders and members of a team. 

No. 17. The whole is equal to the sum of its parts! 
Although the group goal is the ultimate, its effectiveness 
is influenced by the individual needs and behavior of each 
one. The awareness of these dynamics is paramount. 


No. 18. Improved communication through active par- 
ticipation, 
No. 19. Having received clarification of the respon- 


* The numbers refer to the table numbers of the forty 
discussion groups which met during the institute. Dupli- 
cate suggestions are not published. 
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sibilities of leaders and/or members in group situations, 
it is anticipated that we will function more effectively in 
our individual roles, 

No. 20. Rotate chairmanship to give each individual 
the opportunity to understand problems of group leader- 
ship and of coordinating the group for effective action. 

No. 21. A channel was found for becoming better 
members of an organization by active participation with 
support to the leader. 

No. 22. Members of the staff can reinforce the posi- 
tive elements in assuming responsibilities of leadership. 

No. 23. An appreciation of the functions and respon- 
sibilities of the leader through self evaluation. 

No. 24. With the insight gained by applying the basic 
principles and understanding of the responsibilities of the 
leader, it is possible to become a more productive group 
member and/or a leader. 

No. 25. The techniques worked on to improve inter- 
personal relationships can be used in an in-service training 
program. It is also recommended that the occupational 
therapy schools include a course in interpersonal relation- 
ships which would be applicable to the student level. 

No. 26. More insight into the factors needed to make 
a group function more effectively was felt to be gained, 
and a willingness to try and share this increased aware- 
ness with other members of their group. One way sug- 
gested was to create an artificial situation in which three 
types of leadership could be demonstrated. 

No. 27. Group sharing and participation result in a 
more satisfying work experience and a greater produc- 
tivity of the individual for the benefit of the total group. 

No. 28. In the understanding of the true meaning of 
a democratic meeting, decisions must be group made and 
implementations must be a group responsibility under 
stable leadership. 

No. 29. This group learned ways in which leaders 
_ function and it became aware of the impeding factors 
in group participation. This awareness will help us co- 
operate better as members of the group. 

No. 30. We have obtained insight into the dynamics 
and responsibilities of making leadership not a person but 
a function to be shared by each individual in a working 
situation. 

No. 31. Increasing effectiveness of the group by en- 
couraging and supporting more productive group inter- 
action. 

No. 34. The importance of delegation of responsibility 
in order to develop interested and active participation in 
coordination with the total program. 

No. 36. Rather than criticizing present leadership and 
group participation, encouragement and demonstration of 
shared leadership functions will be tried. 

No. 37. The most important element of a person’s 
responsibility toward a development of good interpersonal 
relationships is objective self-analysis. 

No. 38. Study and evaluation of the democratic method 
of problem solving with various groups. 


Lippitt: In these closing minutes, we would 
like to take a brief look at where we have been. 
The purpose of our institute was to increase our 
understanding of the complexities of human be- 
havior; to develop insight in diagnosing inter- 
personal relationships; to improve our skills and 
our knowledge of leadership; and to discuss appli- 
cation to our home situations. In thinking about 
these four goals you also are aware now that 
we have used the general session to communicate 
basic ideas and content; but you realize, too, that 
this only became meaningful as you brought your 
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resources to bear on these problems of interper- 
sonal relationships. 

All of us came to this institute with different 
expectations. What were some of these and do 
you feel they were met? 

Beckhard: Probably the principal expectation 
most of us brought was an awareness that, al- 
though we are a medical group primarily inter- 
ested in learning how to deal with our patients, 
medical care has become a team problem and we 
have an increasing need to improve our relation- 
ships with hospital personnel, because of the com- 
plexity of present day institutions. 

Lippitt: Are you saying that in reality we were 
not focusing on patient care, but as we worked 
on interpersonal relationships, the resultant factor 
is patient care, indirectly? 

Beckhard: Yes. 

Lippitt: Any other comments? 


Beckhard: Applying the workshop technique 
has probably made the expectations change in 
the group from time to time. 
came with the feeling that they knew all about 
workshops; some may have attended a workshop 
which fell a little flat and wondered if they really 
wanted to try it again; some may never have 
experienced one and were wondering what they 
would get out of it. 

Schmidt: In conducting a workshop, it is im- 
portant to state clearly what the goals are and 
what people can hope to get out of it, so that 
they get their expectations in line with reality 
as quickly as possible. 

Beckhard: Face the facts out loud, if you can, 
if you don’t all expect to get the same thing out 
of it, that doesn’t mean that it can’t be a useful 
session for all of us. 

Lippitt: In terms of these expectations, did 
people feel they were met? 

Schmidt: 1 have the feeling that people were 
changing their expectations all along. In the 
report from the recorders, again and again the 
word “insight” kept bobbing up, so I suspect 
one of the things that happened to all of us is 
that we progressed in personal learning as we 
walked through this workshop. 

Balloch: Wouldn't you agree that a lot of 
these personal changes very often can’t be put 
into words. When we came here we hoped to 
get some things that we could use externally 
somewhere; we probably had some expectation 
that we would learn five new ways of running 
a meeting, and probably that expectation has been 
far from met. But we have replaced it by get- 
ting some ideas about how we perform in the 
situations in which we work. This is going to 
be a little harder to put down in ABCD’s, but 
I was interested to see how many ABCD’s we 
were able to get. 


Some no doubt, 


AB 
2 
“i 
4 
233 
: 


Lippitt: Some of us may be wondering “how 
will I tell my boss about this kind of conference,” 
“what am I going to do differently when I get 
back home?” 


It seems a basic responsibility for the people 
staffing workshops to help the participants relate 
the experience to their jobs. When we come 
to a workshop, we leave the pile of papers on 
our desk and the unmade decisions, and we put on 
a different personality. In this kind of institute 
we begin to think diagnostically about ourselves. 
Now it seems to me that everybody in this room 
is going to have to report to somebody next Mon- 
day. It may be a written or oral report to the 
boss or to a staff or it may just be chatting about 
what happened at the conference last week. 


In all of these cases you are going to want to 
have something to say. At the same time, we 
need to be awfully concerned that we keep in 
mind the fact that the fellow we are talking to 
wasn't here, so at this moment we're probably 
feeling, as you've said, some interesting changes 
in our own hunches about us and about the peo- 
ple with whom we work. Direct suggestions for 
improving our own staff meetings . . . if one of 
us went back and talked to a medical director 
and said, “well, I sure got some ideas about how 
to fix our staff meetings” . . . this could con- 
ceivably cause some resistance on his part and 
may not be such a good way of reporting. We've 
got to find another way of translating these things 
to the person to whom you will be reporting. 
He has not been here. He would expect you to 
come back with a report or a list of things 
learned. Within that framework what kind of 
thing can you say? Every time you have a 
workshop, a number of people come who are 
not here physically, just as every time we've had 
a meeting there have been a lot of forces at work. 
All of your bosses are here because they have a 
stake in this workshop. This is one of the key 
things we need to keep in mind as we go back. 

We can’t change everything all at once. It 
is important that we not avalanche people with 
all these new concepts. Introduce one or two, 
and if these meet with success and improve the 
staff workings, then there will be willingness on 
the part of others to try a few more. 


Beckhard: There’s just one point I'd like to 
make clear. I think that one of the problems 
is that we change ourselves a little—get some 
new hunches. This is a lonesome business be- 
cause we have been in this climate sharing lots 
of things that back home we just don’t share. 
There is no reason why we should, and one of 
the dangers from a workshop of this kind is for 
a person to go back and say, “I can’t really tell 
you what I learned in the way of techniques or 
skills or anything, but it was a great experience 


and I feel so different, I’ve got all sorts of new 
attitudes.” Put yourself in the other fellow’s spot 
and you can answer his reactions to that. I think 
one caution that needs to be put in here is to 
recognize the fact that the warmth and friend- 
liness we have been experiencing together, of 
being able to understand each other, won't exist 
when we get back home. 

Schmidt: 1 think, too, Dick, your workshop is 
more effective if you come as a team from the 
same institution. Driving home in the car you 
can start to reinforce a little strategy—you can 
share with the other person and get some support 
from somebody. 

Lippitt: This moves us along to the next ques- 
tion . .. Where do we go from here? 

Schmidt: This past day and a half has seen 
the launching of a process which has been fas- 
cinating, which has taught us a lot of new terms 
and also how groups operate, and I’m sure as 
our interest is further kindled, we'll want more 
training and want to increase our sensitivity fur- 
ther. I wouldn’t be surprised if local regional 
groups wanted to continue the process in 
some way. 

Lippitt: Is it possible to have regional groups 
run workshops? Has this been done before? 

Brunyate: Yes, 1 think it has been done. It’s 
quite possible through state associations; it can 
be done within an institution or hospital. 

Lippitt: Perhaps we ought to make available © 
through AJOT or some other source, training 
films on human relations and leadership and a 
list of some of the organizations available across 
the country to help people in going farther. 

Beckhard: During the two days I have heard 
a lot of people talk about how OTR’s are received 
by hospital administrators. I’m sure one of the 
problems is that they don’t receive OTR’s as 
trainers. 

Lippitt: You mean staff training? 

Beckhard: Yes, staff training. Now that you 
have had some leadership training, it may require 
a careful job of educating your colleagues in 
terms of the new skills and resources you have 
to bring to a staff. You want to be conscious 
of the fact that they may not perceive of you as 
having particular skills in this area. 

Lippitt: We might ask this last question. In 
taking a look at this day and a half, how is it 
similar or different—and how far did we get— 
how did we do, compared to other groups like 
this who have held workshops? What criteria 
can we use for evaluating how successful we 
were? 

Beckhard: It is a question of how committed 
people seem to be to the job of the workshop, 
how much the responsibility is shared. In this 
workshop there was a great deal of sharing. We 
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all felt a great deal of concern about whether this 
worked or not. This is one kind of measure. 
Another kind is the climate, the atmosphere that 
we had. Do you recall that we became a group 
very quickly. We've only been here a couple 
of days, but I think most of us feel pretty warm 
and friendly toward each other. It was interest- 
ing this morning when the two observers, who 
had been, psychologically speaking, put outside 
the group during their discussion—as soon as 
the signal was given for them to come back— 
were welcomed with open arms into each group. 
Did you notice all the laughter, the gaiety and 
the change in mood? These kinds of symptoms 
are what we should look at to give us some clues 
as to the atmosphere. 


I think the behavioral changes are the really 
good ones. I was struck, too, by the discussion 
leaders, some of whom I met on Sunday and 
again last night—the difference in the insight, 
the ease with which they met one another, the 
directness with which they approached the prob- 
lem. Some of them were saying that they felt 
they had learned more than anybody else. 

Lippitt: One final question. What are the 
criteria for judging the success of this workshop? 
It seems to me that the criteria cannot be deter- 
mined now. We can all give our reactions, but I 
don’t think that today we can determine whether 
or not this institute was a success. Three months 
from now, six months from now, the success of 
this conference will be as you will. 


The editors of the American Journal of Occupational Therapy are proud to 
present this two-part issue as a new feature. Part I is the regular monthly issue 
of the American Journal of Occupational Therapy. Part II contains a digest of 
the discussions and speeches from the institute and conference held in Washing- 


ton, D. C., from October 18-22, 1954. 


This new feature was approved by the Board of Management of the Ameri- 
can Occupational Therapy Association at their meeting during last year’s con- 
ference and will be a yearly feature. Since the material included will prove to be 
a valuable teaching aid, extra copies of this issue have been printed and are 


available, at $1.00 per issue, from the 


American Occupational Therapy Association 


33, West 42 Street 
New York 36, N. Y. 
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Digest of Speeches Prom the 
Occupational Therapy rbssociation Conference 


October 20-22, 1954, Washington, D. C. 


General “Theme 
CAPITALIZE YOUR ASSETS 


RESEARCH IN TUBERCULOSIS 


ESMOND R. LONG, M.D." 


In presenting the subject of recent research 
developments in tuberculosis, I have these choices: 
(1) to give a very brief description of all signifi- 
cant developments, or (2) to select a few of the 
more outstanding ones and discuss them with 
reference to problems in the broad field of re- 
habilitation. The latter of these alternatives 
seems to me to be the appropriate choice. The 
two subdivisions into which I have split the sub- 
ject of recent tuberculosis research are (1) clin- 
ical investigations and (2) laboratory research. 
In this division I shall devote relatively little at- 
tention to research on preventive tuberculosis, 
leaving it to other occasions where it appears 
germane to the discussion. 


CLINICAL INVESTIGATIONS ON 
TUBERCULOSIS 


It seems pertinent to review past accomplish- 
ments and practice in the treatment of tubercu- 
losis. We need not go back more than fifty 
_ years to note a wide diversity in practice. With 
the half-century of perspective we may trace the 
changes in treatment of tuberculosis through four 
fairly well defined epochs. The opening of the 
century saw (1) the last years of the outdoor 
exercise period. The cultivation of a robust life 
was prescribed for tuberculosis patients, under 
the mistaken view that an over-sedentary exist- 
ence was largely responsible for their plight. 

The change to a new epoch was evident during 
the second decade of the century. We may call 
this period (2) the epoch of outdoor bed rest. 
Although emphasis on the outdoor life continued, 
a growing concern with the nature of healing in 
tuberculosis developed, and conscious effort was 
made to promote that healing by removal of the 
obstacles set up by activity and effort. 

At the end of that period, roughly coinciding 
with the opening of the third decade, stress on 
rest was intensified. By now visualization of the 
actual lesions of pulmonary tuberculosis, through 
the medium of X-ray photography, had improved 
remarkably, and procedures designed to rest the 
injured parts locally became dominant in the 


therapy of pulmonary tuberculosis. Thus, some 
twenty-five years after the hesitant original devel- 
opment of the procedure, the epoch of (3) col- , 
lapse therapy was ushered in. For more than 
twenty years it was the focal point of tuberculosis 
treatment. Looking back it is hard to reconcile 
the long period of enthusiasm for collapse therapy 
with the present wide-spread skepticism over the 
value of many of the procedures followed, and 
especially of the major one, pneumothorax. 


This brief review brings us to the current 
period, begun after World War II, which we 
may designate as (4) the epoch of chemotherapy 
and excisional surgery. Coincidentally two ex- 
ceedingly important procedures had been devel- 
oped, each of them through brilliant and persist- 
ent research. The first of these was treatment of 
tuberculosis by drugs with a selective inhibitory 
action on the tubercle bacillus, and the second 
was an extraordinary development of operative 
technic, aided by striking improvements in 
methods by anesthesia, which enabled surgeons 
to work almost at will in an anatomical area pre- 
viously almost outside their scope. 


Chemotherapy. An effective drug therapy for 
tuberculosis has been sought for centuries. Ef- 
forts were virtually fruitless, however, until about 
twenty years ago, when a series of synthetic sul- 
phur-containing drugs, manufactured on the 
model of sulfanilamide, which had proved re- 
markably effective in acute infections, demon- 
strated a specific and gratifying action on the 
tubercle bacillus. The most important .epresen- 
tatives of this series, promine, promizole and 
diasone, however, proved rather toxic and in the 
course of time much inferior in therapeutic action 
to new drugs introduced in the period from 1944 
to 1952. The discovery of streptomycin in 1943- 
44 gave the world for the first time a drug that 
possessed significant power in the treatment of 
tuberculosis. Rapid group research on strepto- 


1, Director of Medical Reserach, National Tuberculos's 
Association, and Director, Henry Phipps Institute, Uni- 
versity of Pennsylvania. 


AJOT IX, 5, 1955, Part II 


v 
i + 


mycin, organized by the American Trudeau So- 
ciety, the National Research Council, the Veterans 
Administration, the Armed Services, the U. S. 
Public Health Service and other well equipped 
and well financed bodies, made possible a rapid 
assessment of its value and limitations. It was 
soon evident that the drug was toxic in concen- 
trations within the therapeutic range and that the 
tubercle bacillus had an annoying propensity to 
develop a tolerance to the drug’s germ-inhibiting 
action. 

Further research, however, rapidly led to meth- 
ods of overcoming these defects. First, a decrease 
in dosage obviated much of the dangers from 
toxic effects of the drug, and, secondly, the intro- 
duction of new drugs with an action on tubercle 
bacilli somewhat similar to that of streptomycin 
made it possible to prescribe combinations of drug 
therapy in which less streptomycin was used and 
strains of tubercle bacilli resistant to streptomycin 
were suppressed. Out of a relatively short period 
of intensive investigation of appropriate drug 
regimens in the treatment of tuberculosis, a num- 
ber of combinations resulted that have proved 
safe and effective. Drug therapy as practiced 
today is “combined therapy,” ie., treatment by 


_a combination of two or more drugs. The most 


frequent combinations are streptomycin and para- 
aminosalicylic acid (PAS), isonicotinic acid hy- 
dracide (isoniazid) and PAS, and streptomycin 
and isoniazid. Recently a fourth drug, ~ pyra- 


__zinamide, which appears powerful but subject to 


certain defects, has excited considerable favorable 
attention. The search for drugs is far from over 
and it is clear that the last word has not been 
said in the chemotherapy of tuberculosis. 


Surgery in the treatment of tuberculosis. Until 
about 1945 the principal surgical method in the 
treatment of pulmonary tuberculosis was thora- 
coplasty. This had the obvious disadvantage of 
persistent deformity and the further defect by 
leaving in the body an infected and therefore po- 
tentially still dangerous mass of tissue. 

It appeared logical to try to eliminate such 
masses entirely by methods employed elsewhere 
in the body for the removal of dangerous masses. 
Fortunately, by 1944, surgical technics and new 
procedures in anesthesia, had made it possible 
for surgeons to resect cancerous and other lesions 
of the lungs with gratifying results. The time 
was ripe for extension of the procedure to local- 
ized tuberculous lesions, but the likelihood of 
spreading tuberculous infection by operative ma- 
nipulation made the procedure hazardous. 

At this critical time chemotherapy came to the 
support of surgery. Well organized research, 
again by teams and groups as well as individuals, 
showed that certain operations which were likely 
to spread the disease if not supported by adjunct 
measures, could be carried out under the protec- 
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tion of drugs with a suppressive action on the 
tubercle bacillus. 
Within the last few years, as a result of this 
research, surgical excision of tuberculous lung 
tissue has become not only common, but almost 
routine in the treatment of tuberculosis. Depend- 
ing on the extent and location of the tuberculous 
lesions, masses of lung tissue varying from a 
single right or left lung, to small wedges of 
tissue containing individual tuberculous lesions are 
removed, with resultant elimination of foci for 
further dissemination of tubercle bacilli to other 
parts of the body. 


The current treatment of tuberculosis is essen- 
tially a drug treatment with such surgical meas- 
ures as appear indicated for the mechanical elimi- 
nation of tuberculosis tissue. Collapse procedures 
have not been abandoned, and thoracoplasty is 
commonly employed to close anatomical defects 
left after removal of tissue, but surgical excision 
has become, for the present at least, the procedure 
of choice in the surgical therapy of tuberculosis. 


No one believes, however, that the indications 
for surgery in the treatment of tuberculosis have 
been perfectly defined or established with finality. 
The capacity of patients to carry out their neces- 
sary tasks under the handicap imposed by partial 
removal of an essential organ is still to be eval- 
uated by trial and the passage of time, and the 
desirability of excision of certain-types of lesions. 
is still subject to intense debate. These questions 
require more than clinical study. They demand 
the exact and controlled procedures of the labora- 
tory for their solution. 


LABORATORY INVESTIGATION 
IN TUBERCULOSIS 


Drug sensitivity and virulence of tubercle 
bacilli. The discovery of the tubercle bacillus 
some seventy years ago set a new pattern for 
tuberculosis research and oriented the investiga- 
tion of the future along certain new well-estab- 
lished lines. 


An important modern field of investigation of 
the tubercle bacillus is the relation of growth 
and reproduction of the germ to the use of the 
drugs to which reference has just been made. 
Recent studies have thrown important light on 
the manner in which these drugs keep down or 
even kill the tubercle bacillus, but they have not 
solved all perplexing problems in this important 
field. The results of many investigations strong- 
ly suggest that these drugs are closely allied 
chemically to substances the bacillus must either 
secure from its environment or build, itself, to 
carry on its life processes. When the drug is 
put in that environment, it appears to fit well 
into certain phases of those processes. In the 
course of further growth of the bacillus, however, 


a 
~ 
> 4 
f 
s 


it fails to serve in the manner of the substance 
truly needed and the growth processes of the 
bacillus stop. That is, they stop in most of the 


infecving bacilli' A few bacilli apparently pos- 
sess the capacity to carry out the same life proc- 
esses by another pathway and these bacilli do 
not take up the drug. They survive and multiply 
while the other bacilli disappear. Thus a strain 
of bacilli “resistant” to the drug may become the 
predominant infecting bacilli in a given 
treated case. 

Scores of bacteriological and chemical investiga- 
tions are concerned with the exact nature of these 
processes, which are admittedly over-simplified 
in the foregoing account. They have the prac- 
tical objective of aiding the clinician in overcom- 
ing the obstacle in treatment created by the 
“emergence” of strains of bacilli resistant to the 
drugs he is using. 

Intimately concerned with this important prob- 
lem is the equally significant one of virulence of 
tubercle bacilli. What makes tubercle bacilli 
thrive in the animal body has long been a frus- 
trating puzzle. Strangely enough, studies on the 
susceptibility of tubercle bacilli to certain drugs 
have furnished at least one important lead on 
virulence. As a fairly general rule, tubercle 
bacilli that have become strongly resistant to 
isoniazid have lost their capacity to infect guinea 
pigs, even though they grow on laboratory culture 
media as well as ever. This fact, suggesting an 
outstanding genetic change in the descendants of 
an original strain of infecting bacilli, has stimu- 
lated a train of research that may prove produc- 
tive in our understanding of both bacterial viru- 
lence and bacterial drug susceptibility. 

Pathological studies of tuberculous tissues. Cer- 
tain observations made in the course of the drug 
treatment and surgery of tuberculosis have stimu- 
lated new studies on the progressive and healing 
phases of tuberculosis in the animal body. It is 
now customary to correlate chemotherapy and 
surgical excision of infected tissue in the safest 
and most effective way. The favorable effects 
of continuing drug therapy can usually be seen 
in serial X-ray films taken over a period of 
months. Surgeons ordinarily wait until certain 
favorable developments have taken place, such 
as fibrous encapsulation of tuberculous cavities 
and nodules, before subjecting a patient to the 
hazards of manipulation of infected tissue. A 
curious finding that has stimulated a great deal 
of research is the fact that in many partially 


encapsulated, but still dangerous looking lesions — 


successfully removed by surgery, tubercle bacilli, 
although present in large numbers, will not grow 
in artificial culture media or infect laboratory 
animals. This at once raises the question if the 
excised lesions were really dangerous. Some in- 
vestigators hold that such lesions might as well 


be left in the body, while others believe that in 
spite of their apparent innocuous character they 
are still potentially dangerous if not removed. 
The point is obviously one of profound impor- 
tance for all persons interested in the rehabilita- 
tion of tuberculous patients, for on its solution 
depend the character and length of time of active 
therapy. 

Coordinated with such studies are investiga- 
tions of the disastrous pathological process in the 
body which leads to the formation of tuberculous 
cavities. If cavities did not develop, tuberculosis 
would not spread either to other parts of the 
body or to the outside world. 

Human resistance to tuberculosis. Studies on 
natural resistance to tuberculosis and its artificial 
enhancement by vaccination and related proce- 
dures, have attracted many competent investiga- 
tors. Hundreds of articles have appeared in 
recent years on vaccination against tuberculosis, 
particularly with reference to the well-known 
vaccine BCG. The great majority of these are 
empirical and devoid of reference to the basic 
immunological mechanisms involved. A smaller 
number of investigations are concerned with the 
inherent nature of resistance to tuberculosis, but 
some of these have been fruitful. 

It appears true that a wide variation in native 
resistance to tuberculosis characterizes animal and 
human stocks and that these have much to do 
with the epidemiology of the disease. Perhaps 
the most significant finding in the highly tech- 
nical researches devoted to this problem is the 
demonstration that certain elements of resistance 
are hereditary and can be correlated with impor- 
tant physiological elements of the body, including 
the balance of some of the body’s hormones or 
internal secretions. Recent new understanding of 
the functions of cortisone, a hormone of the 
adrenal gland, has been of great value in further- 
ing investigation of inherent qualities which en- 
able animal tissues to resist invasion by the tuber- 
cle bacillus. 

Tuberculosis and pulmonary function. It is 
obvious that tuberculosis interferes with the vitally 
important function of the lungs. The progres- 
sive destruction of pulmonary tissue impedes the 
processes for which the lungs exist. Naturally, 
therefore, precise studies on the efficiency of the 
lungs in doing their job are of importance in 
evaluating the capacity of a sick or convalescing 
tuberculous patient to undertake any degree of 
activity. 

In recent years a remarkable development has 
occurred in technical procedures for measuring 
changes in pulmonary function, which are applied 
in the study of tuberculosis and many other dis- 
eases, such as silicosis, pulmonary emphysema and 
cardiac deficiency. This field is of patent im- . 
portance to all interested in the field of rehabilita- 
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tion, for the methods used are valuable not only 
in defining the status of a patient with respect to 
present or future mechanical activity, but also 
as a means of determining the safety and desira- 
bility of surgical procedures that will benefit him 
from the point of view of infection, while taking 
away some of the aerating apparatus he uses to 
maintain life. They furnish a useful check in 
determining the effect of the operations from a 
physiological point of view, and a guide in the 
prescription of activity and return to gainful oc- 
cupation. 
CONCLUSIONS 
We have seen that research on tuberculosis 


is directed both to immediate and long-range 
aspects of the disease, that practical clinical re- 
search in medicine and surgery has led to great 
advance in the treatment of tuberculosis, and that 
basic investigations in the laboratory have sup- 
ported this advance by strengthening the founda- 
tion on which clinical progress is made. It is 
clear, however, that much more investigation is 
needed to supplement this new and valuable 
knowledge with the necessary information en- 
abling us to proceed safely and effectively with 
social measures for the protection of apparently 
recovered patients against the risks of an active 
life, and for the restoration of productive capacity. 


CONTRIBUTING THERAPIES 


ROBERT L. LEOPOLD, M.D." 


The title “contributing therapies” is an in- 
triguing one. It confronts us with two questions 
—what is meant by “contributing” and what is 
meant by “therapies”? But what makes a pa- 
tient well? Is it a specific therapy? Is it a 
number of contributing therapies offered the pa- 
tient serially? I believe it is more than this. 
I believe that good treatment is a physical, physi- 
ological and psychological experience, which, 
while it includes many specific types of therapies 
is, in itself, a unique kind of experience. Patients 
improve to their own maximal degree only when 
we can provide for, and with, them an integrated 
healing experience in maturation. 

When a person becomes ill he goes back to 
earlier patterns of thinking, feeling, and acting. 
This going back represents a partial regression. 
At these times we relinquish the adult preroga- 
tive of taking care of our physical needs, of feed- 
ing ourselves, and in large measure, of making 
our own decisions. Of necessity the medical peo- 
ple around us take over these functions. 

Skilled medical care depends on the under- 
standing of the emotional aspects of healing as 
well as the physical. When illness can be viewed 
as a period of necessary, albeit temporary, imma- 
turity, part of the therapeutic task can be seen 
as helping the patient to re-mature and to become 
again an integrated, self-sufficient individual. In 
this light it is clear that helping another human 
being to become well requires an integration of 
the therapeutic team to this goal. Despite the 
efforts of the individual therapist, it may be in- 
jurious to the patient’s welfare if one therapist, 
be he. medical, nursing, or ancillary, needs to 
claim sole credit for the patient’s recovery. 

Let us first consider the patient. But what is 
a “patient”? Webster states that the term is de- 
rived from the Latin verb “pati”’—to suffer, and 
a patient, therefore, is one who undergoes suffer- 
ing. In our roles as medical people this concept 
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of illness as being “suffering” must always be 
before us. Let us further define a patient as a 
person plus a problem which causes suffering. 
The problem may be physical, or it may be emo- 
tional, and usually it is both. 


What of the person who has the problem? 
In particular, what of this person before he was 
taken ill. Each of us is potentially a patient, 
and the person who is ill, prior to entering the 
special category of patient, was an ordinary 
human being. As a human being he had all the 
privileges and all of the pains which any human 
being encounters as he matures. 

Any discussion of the course of personality de- 
velopment in the patient is the study of person- 
ality development in the average normal human 
being. The first trend is that of dependency. All 
human beings must start life as infants who are 
entirely dependent on those around them. One’s 
very basic dependency needs continue in a some- 
what modified form throughout life, since no one 
is actually ever independent. With illness, and 
its enforced dependency, the feelings of early life 
are reactivated and, if the first years of life were 
not secure, the uncertainties of this period may 
be re-experienced by the sick adult without his 
ever being aware of this re-experience. As occu- 
pational therapists, the activities which you plan 
with your patients may be interpreted by them 
as playing with mother during early childhood. 

The second of the trends is that of aggressive- 
ness. As the infant reaches the second half of 
the first year of life, he begins to learn the differ- 
ence between his own body and the external 
world. He begins to explore the world, first with 
his eyes, then with his mouth, and finally with 
his hands and body. Instead of sucking in that 


1. Director, Functional Clinic, Graduate Hospital, De- 
partment of Neurology, Psychiatry, Graduate School of 
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which is important he begins to bite and explore. 
In his biting we see the start of those aggressive 
impulses which, throughout normal life, will 
counterbalance the dependency needs. The ag- 
gressive impulses represent the sources from 
which the drives for growth, maturity, and rela- 
tive independence spring. The person who is ill 
for a moderately long period of time dislikes his 
dependency and the control of others much as the 
child hates them, but he is denied the substitute 
ways of getting rid of the aggressive feelings. It 
is small wonder that the chronically ill patient 
may be aflame with aggression and may attempt 
to burn the therapist with ict. 

The third of these trends is that of bodily 
gratification. The act of sucking apparently is 
pleasurable in itself, apart from the function it 
serves of food intake. The infant gets pleasure 
from the physical care he receives from mother, 
from the touching, petting, changing of diaper, 
and hugging. These gratifications are diffuse and 
aid the child in defining the boundaries of his 
own personality. As a person goes through ado- 
lescence he learns to subordinate all of these par- 
tial gratifications—touching, looking, retaining, 
masturbating—to the service of mature love. I 
should like to emphasize the complicated nature 
of this process. It takes twenty to twenty-five 
years for a person to grow from an infant, whose 
bodily gratification comes entirely from his own 
sensations, to a mature adult who has real ca- 
pacity for relationships with other people. In 
long illness this hard won battle is commonly 
lost, at least temporarily, and the patient regresses 
to an earlier mode of feeling which is more con- 
cerned with deriving pleasure from within him- 
self than by means of outside sources. 

It is apparent that when the child first learns 
about his own body his image of it must be quite 
unlike that of the adult. The infant must first 
learn that he is separate from mother. He then 
probably sees himself as mostly mouth and ex- 
tremities. As the concept of the body image 
crystallizes, it becomes the core of the individual’s 
emotional life, the core of the person as he visual- 
izes and knows himself. When any illness dis- 
turbs the concept of the intact body image, it of 
necessity upsets the core of the human being. 
Sicknesses in which the body is disfigured such as 
hemiplegias, amputations, or those involving un- 
sightly mutilations or loss of special senses are 
especially severe from the psychological aspect 
and require special understanding on the part of 
the therapists. When serious or mutilating ill- 
nesses occur in childhood, one often finds a dis- 
tortion to the entire personality as it develops. 

We have now discussed these aspects of per- 
sonality development: dependency; aggressiveness; 
the problems of bodily gratification; and problems 
centering around the formation of the body image. 


We have seen that each individual must integrate 
his own experiences regarding each of these so 
that he is not overly dependent, not overly ag- 
gressive, and so that he can have mature friend- 
ships centering around a stable personality core. 
All of these aspects, then, demand final integra- 
tion so that the mature person can live comforta- 
bly in a complicated world. The degree of in- 
tegration attained varies widely among normal 
individuals. When the integration of com- 
ponent trends within a person is strong, and the 
ultimate integration of the factors with others 
is healthy, even major illnesses can be accepted 
maturely. When this integration is incomplete, 
as is more commonly the case, illness produces 
greater psychological disintegration. 

The manner in which the patient accepts his 
illness, therefore, is determined both by the de- 
gree of personality integration and the nature of 
the illness itself. Severe debilitating illness, acute 
and chronic, does cause suffering. It does foster 
dependency, yet does not permit adequate aggres- 
sion expression. It does alter one’s concept of 
one’s self. It does then, in reality, take an adult 
human being and put him emotionally in the role 
of a child, a child who, nevertheless, retains the 
adult memories of mature living. The patient 
must look to his surroundings again for gratifica- 
tion, as he did at a much earlier period of life. 
He will need the relationship with the therapist 
more and be dependent on it, yet he will retain 
the child-like prerogative of anger. He may hate 
you as the person who sees his maimed body and, 
at the same time, love you for taking care of him. 
In short, he will not be a smoothly integrated 
adult nor a normal child, but a sick, threatened 
human being who has lost for a time his psycho- 
logical integrity. 

Those who have been fortunate enough to 
have had moderately disabling illness can appre- 
ciate how perspective changes. Events of major 
importance in the world of the healthy seem in- 
significant, and interest becomes centered narrow- 
ly within the sick room. Both progress toward 
health and disappointments which hinder getting 
well are magnified to a point almost inconceivable 
to the well observer. Hope and progress are 
the great reintegrators and must be sought for 
and nurtured. 

The therapist is also an individual, and one 
who has been subjected to pressures in growing 
up similar to that of his patient. In addition, the 
therapist is a person with a specialized skill. 
Sometimes the therapist too has problems in his 
own life, but these are not usually of the same 
magnitude as those of the patient. The therapist 
has had to integrate the same drives and needs 
into his own personality as did the patient. But 
at the same time that the patient-therapist rela- 
tionship is established there is a very significant 
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difference between the two people. For the pa- 
tient, the illness represents a disintegrating force; 
while for the therapist his continuing advance 
in his professional life represents a major force 
toward ever increasing maturity and integration. 

The goals of the therapist, therefore, are cen- 
tered around his need on both conscious or uncon- 
scious levels to help another suffering human 
being. Thus, his treatment of a patient is a 
vital emotional force for the therapist and, 
through treatment, the therapist often sees an 
Opportunity to create, just as the skilled work- 
man creates at his work bench. There can be 
little question that one of the principal allures 
of medical practice prior to the current century 
was the treatment of the entire human being by 
the general medical person. As medicine has of 
necessity been broken into ever smaller divisions, 
the individual therapist has had less opportunity 
to see a total response to his sole ministrations. 

With the division of the patient’s illness into 
special categories, and with the advent of multiple 
therapists, certain problems appear. These prob- 
lems are implicit in a situation where many 
therapists with varying skills must coordinate 
their efforts, their personalities, and their own 
gratifications to the end of treating a patient. 
Too often we tend to gloss over these interper- 
sonal difficulties and account for them in glib 
and inaccurate ways. We state that we do not 
have sufficient time for conferences about patients, 
that this or that skill is not really requisite to the 
patient's recovery or that the other therapist just 
doesn’t understand the problem. These are ra- 
tionalizations, or, to be less polite, excuses we 
make in order to protect ourselves from anxieties 
and frustrations. No matter what the expressed 
reason, the therapist may be reacting to the dis- 
comfort of the competition and so neglect the 
patient. On the other hand, the therapist may 
accept the ‘challenge of the competitive situation 
and, in working with the patient, try to gain the 
larger share of the patient's love. In these un- 
consciously competitive situations we may over- 
sell our special fields. We may demand less of 
the patient than his physical and emotional prog- 
ress requires in order that he may like us more. 
We may be hostile or reject our patient if he is 
hostile or rejecting of us, or if he does not re- 
spond to our overtures. 

The patient, too, reacts to the multiple ther- 
apists. It is important first to consider the gen- 
eral dynamics of the treatment situation. When 
there is only one therapist and one patient, there 
exists an interplay between two highly complex, 
differently integrated, differently motivated human 
beings, each of whom has undergone a long battle 
for maturity and each of whom brings to the 
treatment experience a host of feelings and at- 
titudes. The patient does not react primarily to 


AJOT IX,.5, 1955, Part II 


the therapist, though this is hard for us as ther- 
apists to believe. The patient reacts, rather, by 
reason of his own unconscious feelings and emo- 
tions, to the therapist as a symbolic figure, and 
he projects his own feelings to the therapist as a 
lantern slide is projected to the screen. These 
feelings have only tenuous roots in the current 
situation and the therapist, understanding this, 
is not alarmed by it, but continues to handle the 
patient in a kindly manner. These feelings which 
the patient has initially for the therapist may be 
of two kinds. When these feelings are strongly 
positive, the therapist is likely to be overly flat- 
tered by them and to react as if he were receiving 
praise from a more trustworthy source. When 
the feelings are negative or hostile, the therapist 
is either disbelieving or if he accepts the patient's 
hostility at face value, the therapist himself feels 
disgruntled and unhappy. 

When multiple therapists treat one patient, a 
multitude of cross feelings arise. The patient 
may feel in one therapist a mother, in another 
therapist a good father, and in the third therapist 
a bad and hated brother. There is likely to de- 
velop a group of interpersonal relationships which 
we can best liken to those which occur in a 
family which, while united in some common 
purpose, also is composed of individuals, each of 
whom desire to live their own lives. When 
problems arise in the interpersonal relationships 
in families, they are handled most satisfactorily 
by a talking out of feelings among the principals 
concerned. This talking over mutual interper- 
sonal problems is enhanced by the family gather- 
ings at meal time and in the evenings. The fam- 
ily problems within the therapeutic communities 
do not often have the benefit of a similar gath- 
ering of the clan since they lack the multiple 
common goals. Moreover if we consider, for 
purposes of illustration, each patient in his rela- 
tionship to his group of therapists to be a “single 
family unit” all of us as therapists are concomi- 
tantly engaged in many family situations each 
day. All of these “single family units” demand 
an output of our emotional energy. It is axio- 
matic that those who give emotionally must also 
receive emotionally. When the giving is ma- 
ture, so will the receiving be mature. We must 
recognize the constant strain on the feelings of 
even the maturest therapist. The successful ther- 
apist must have sources of emotional gratification 
from persons other than his patients if he is to 
remain at peace within himself. Patients, be- 
cause of their regressive situations are unable to 
afford a really satisfactory relationship for the 
therapist. When the therapist reacts deeply either 
to the patient’s love or to his hostility, he is cer- 
tain sooner or later to be involved in emotional 
conflict. There are numerous patients who, for 
neurotic reasons, find it necessary to try to manip- 
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ulate the therapist's feelings, and to set one person 


against another. Such patients retard their own 
improvements and arouse feelings of tension, frus- 
tration, and disharmony in the staff. 

In what ways can these general concepts be of 
value to us in working with sick human beings? 

1. I should like to urge that all of you who 
work in therapeutic teams learn a great deal about 
the jobs of your fellow team members. You 
should ask yourselves how all these people feel 
toward their responsibilities toward the patient. 
We fear and reject what we do not know and 
understand. When we know enough about our 
fellow workers so that we can identify with them 
—put ourselves in their places and feel as they 
feel—we will need to compete with them less. 
Unless we are alert, competition within the group 
of therapists for the patient’s favor may disrupt 
the best planned venture. It might be added 
parenthetically that there may also be competition 
in the group for the leader’s favor. The group 
leader, often a physician, may become a father- 
like figure, and group harmony can founder be- 
cause of competition among the therapists for his 
attention. It is easy to rationalize these prob- 
lems instead of facing them, and the best protec- 
tion against rationalization is understanding. 

2. Since we as therapists have considerable 
emotion invested in the cure of the patient, our 
goals in treatment may be colored by our own 
ambitions and needs rather than by the real needs 
of the patient. It is imperative that we appraise 
realistically the patient and his goals and work 
toward these untainted by our own aspirations for 
the patient. To accomplish this, it is essential 
that we develop and maintain an ever increasing 
interest in ourselves and our emotional patterns. 
With honesty and with practice, it is possible to 
become skilled in this basic understanding of our- 
selves and our patients. 

3. If the team approach so essential to modern 
medical care is to be carried out effectively, there 
must be an opportunity for the therapists to dis- 
cuss the details of the therapeutic program with 
each other. In addition, each therapist should be 
encouraged to discuss within the group how she 
feels, how the patient feels toward her and how 
she feels toward the patient. This suggestion un- 
doubtedly sounds strange and even heretical to 
you. All of our training in college and profes- 
sional school is training for hiding our feelings 
from other people. Nevertheless, I should like 
to submit the idea that since we are dealing for 
the major part with the various ramifications of 
the feelings we have been discussing, these feel- 
ings are proper subjects for study and frank con- 
versation. We must not be afraid of having 
feelings about our patients. There is no such 
attitude as neutral benevolence. We all feel some 
way or another toward our patients—hostile, lov- 
ing, intimidated, etc. In psychiatric conferences 


we now encourage our residents, nurses, and so- 
cial workers to discuss their feelings about patients 
with whom they are working. In this way, many 
previously unrecognized factors in the patient's 
illness become clearer. 


Let me cite a recent case. A patient in a 
mental hospital has been discussing with me her 
problems concerning her husband and what she 
believed to be his feelings of hostility toward her. 
I had met the husband and felt that he was a 
rather likable, affable chap. I did not feel any 
hostility toward him. I discussed the husband 
with the male resident in charge of the patient, 
and he agreed that he felt as I did. However, 
when I began to discuss the problem with the 
charge nurse on the floor, the nurse told me that 
she felt the husband to be quite hostile toward 
her and that many of her student nurses had re- 
marked spontaneously on the hostility which the 
husband seemed to hold toward women in gen- 
eral. Only when this information became avail- 
able, was it possible to realistically evaluate the 
patient's total therapeutic program. I now real- 
ize that the patient’s husband gets along rather 
well with men, but that, because of his early 
life, he feels angry and defensive toward women. 
His wife, a sensitive person, finds his underlying 
anger intolerable; the nurses, less emotionally in- 
volved, find it unpleasant. Had I not been will- 
ing to discuss the case, and my feelings about it, 
our patient would have suffered. 


When these feelings are discussed openly, you 
will learn a great deal about why some patients 
get well, while others, with comparable illnesses, 
remain sick. You will find that some human 
beings, because of their personality make-ups, en- 
gender hostility in all who work with them, and 
so defeat themselves. When the members of the 
therapeutic team become aware that each of them 
feels hostile toward the patient, then each mem- 
ber feels less guilty concerning his own hostility 
and can begin to handle the patient’s hostility as 
an objective factor in treatment. In similar fash- 
ion a talking out of feelings toward the patient 
will uncover the competitive feelings which the 
patient engenders, and these can be handled satis- 
factorily by the group. 

Let me sum up simply what I have been say- 
ing. Therapists and patients alike have complex 
groups of feelings. The patterns of these feel- 
ings are established in early life. As we grow 
up we learn to handle and to use profitably these 
feelings. Despite this, normal living presents 
difficulties in interpersonal relationships. When 
illness occurs, and with it the partial regression 
discussed before, problems in interpersonal rela- 
tionships are compounded. If we can face and dis- 
cuss our feelings rather than act on them, we 
will be happier therapists and our patients will 
have a better chance of regaining their health. 
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DYNAMIC OCCUPATIONAL THERAPY 


LEONARD A. WEINROTH, M.D." 


INTRODUCTION 

Occupational therapy is potentially a_ rich 
source of information about patients, and it is 
up to the observer to learn how to utilize it. The 
patient’s work often reveals in a symbolic way 
some basic unconscious wish. An activity may be 
selected because the patient is easily influenced or 
because he has a need to imitate another patient. 
At times this selection may be determined by iden- 
tification, reaction-formation, or other ego defense. 
The work may express compliance or defiance. It 
may indicate an effective attempt at integration or, 
on the contrary, be an indication of regression. 
Because wishes and the defenses against them are 
usually accompanied by effect, this too can be 
studied through the medium of occupational 
therapy. 

This paper describes a few of the ways in which 
we utilize the occupational therapy facilities of the 
Mount Sinai Hospital in the psychiatric study of 
our patients. The patient’s projects are interpret- 
ed as nearly as possible in psychological terms. 
An attempt is made to integrate the data thus 
gathered in occupational therapy with the history, 
mental status and psychological tests. Interpre- 
tation of these data is largely speculative, at least 
in the present stage of our research. The goal is 
to reduce speculation with the acquisition of more 
experience. Such experience can lead to a more 
rational approach to the occupational therapy pre- 
scription. It can also facilitate the utilization of 
this data in psychotherapeutic interviews. 

METHOD 

The patients are neither urged to avail them- 
selves of the occupational therapy facilities, nor 
are they discouraged from working. They make 
their own decisions in regard to the selection of 
projects. However, the choice is free only in that 
the occupational therapist and the psychiatrist do 
not select the activity. It is not free in terms of 
the patients’ needs. Therefore, “free selection” of 
work is in reality a projective technique. 

In their selections the patients are influenced 
by the presence of samples, by the work of other 
patients and by numerous suggestions from pa- 
tients and visitors. With all that, it is often quite 
apparent that the decisions are made in terms of 
deeper, unconscious motivations. The occupa- 
tional therapist gives a minimum of instruction. 
She teaches the patients the purely technical 
aspect of the work. However, when further aid 
is sought by patients, it is given to them. 

The author interviews patients shortly after 
their admission in regard to their vocation, hob- 
bies, artistic inclinations, etc. The occupational 
therapist records her observations made while the 
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patients are working in occupational therapy or 
on the ward. The residents, who see the patients 
in daily psychotherapeutic sessions, present an- 
other opportunity for the dynamic evaluation of 
occupational therapy. The writer has frequent in- 
formal talks with occupational therapists and in- 
dividual residents and once a week there is a 
formal occupational therapy conference where 
each participant contributes to an attempt at inte- 
gration of our material with data from the psy- 
chological tests. 
MATERIAL 


There are twenty-two beds in our psychiatric 
service for both male and female patients. Most 
of them are transferred from the other wards of 
the general hospital. They are patients suffering 
from some of the so-called psychosomatic illnesses, 
such as asthma, ulcerative colitis, neurodermatitis, 
hypertension, obesity, etc. They are surgical pa- 
tients whose post-operative course was complicated 
by some psychological disturbance which for one 
reason or another could not be handled by the 
liaison psychiatrist attached to the surgical service. 
They are patients who were originally admitted 
to the hospital because of a presumed organic ill- 
ness, but after organic studies are made are found 
to suffer primarily from psychological difficulties. 
The usual stay on the ward is between one and 
four months. This gives us a sufficient opportunity 
to observe the patients’ work in relation to dy- 
namic changes. 


CLINICAL PRESENTATION 


This study has been in progress for the past 
three years during which time a great deal of in- 
formation has been accumulated. Only a few ob- 
servations are being presented’ because of space 
limitations. 

Regressive phenomena manifested themselves 
mainly through inactivity. Patients who were 
severely ill with organic symptoms upon admission 
did not participate in occupational therapy. The 
organic illness caused a psychological regression. 
Frequently one of the early harbingers of improve- 
ment of the organic symptoms was the request for 
a project on which to work. Usually it was for 
something quite simple, such as lacing a wallet. 
It was also interesting to observe that during this 
period of recovery patients accepted help more 
readily than at other times. 

The same inactivity occurred in patients who, 
after improvement on the psychiatric service, had 
a relapse. For example, a young woman with ul- 
cerative colitis was actively working on several 
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projects. In the course of an interview with her 
psychotherapist a number of reality factors were 
discussed. Among other things it was pointed out 
that as a wife and a mother she had certain re- 
sponsibilities. This was apparently too much of a 
burden upon her precarious psychophysiological 
balance, even though these problems were tact- 
fully presented. She reacted with an exacerbation 
of her colitis and a depression. She went to bed, 
stopped associating with other patients, became 
unproductive in her interviews, and discontinued 
all occupational therapy activities. 

A middle-aged woman with labile hypertension 
was one of the most active patients on the ward. 
She got along well with everyone and helped 
other patients with their projects. She made 
clowns and stuffed animals which she presented 
to the residents, nurses and ward-aides. In 
psychotherapy, when her early relationship with 
her mother was discussed and this was linked to 
her feelings of insecurity in regard to her hus- 
band, she became depressed and her blood pres- 
sure rose. She went to bed, cried almost inces- 
santly, and complained of not feeling well. She 
stopped all work even though much of it was 
intended for other patients whom ordinarily she 
tried to please. 

In many instances it was possible to understand 
work inhibition in terms of sadomasochistic fan- 
tasies. Making something meant being much too 
destructively aggressive toward the environment 
and towards oneself. Inactivity was therefore the 
safer course. 


A fifteen-year-old boy was admitted to the hos- 
pital because of a periodic loss of consciousness. 
These attacks were not epileptic by the usual 
diagnostic criteria. His inability to study in spite 
of normal intelligence, and his inhibited behavior 
in regard to sports and other activities was re- 
peated in his attitude toward occupational therapy. 
He made only one abortive attempt at work in 
the OT shop during the many months of his 
hospital stay. However, this boy had an enor- 
mous interest in military matters and read all the 
government manuals on this subject he was able 
to obtain. This interest was reflected in his at- 
tempt at work. Using orange sticks he began to 
build a stockade with a prison inside the fence 
which was not completed. He placed the unfin- 
ished project on exhibition in the recreation room 
of the ward, but later removed it when the other 
patients taunted him about completing it. 

A middle-aged man with ulcerative colitis re- 
mained idle during his hospitalization of two and 
a half months. He was meek and shy, with 
limited interests but talkative. Playing cards and 
watching fights and baseball games on TV occu- 
pied most of his leisure time. His chief enthusi- 
asm was for the Dodgers in spite of the fact that 


he lived in the Bronx where he worked as a 
barber. He had provoked attacks upon himself 
by praising the Dodgers to his customers. 

So much for regression and work inhibition. 
The following are a few thumbnail sketches of 
patients who did participate in the occupational 
therapy program. Inevitably these patients also 
had greater or lesser difficulties with their work 
in relation to their conflicts. 


A sixteen-year-old boy was admitted to the 
hospital because of intractable asthma from which 
he had suffered since early childhood. The liaison 
psychiatrist had felt his asthmatic attacks were 
triggered off by specific psychological conflicts and 
therefore had him transferred to the psychiatric 
service for further psychological study and treat- 
ment. During the first few days he was inactive 
while he recovered from his asthmatic attack and 
became acclimated to the ward. On his initial 
visit to the occupational therapy clinic he decided 
to make a plastic letter-opener. He carved a snake 
on the handle and a twig on the blade. The other 
patients noted the resemblance of the letter-opener 
to a knife. He was surprised when they called this 
to his attention. His selection of a knife with a 
snake on its handle became clear to the hospital 
personnel shortly after his psychotherapy began. 
It was a representation of his hostility toward his 
father who when drunk threatened his mother 
with a knife. The patient invariably intervened as 
his mother’s protector on these occasions. This 
letter-opener also taught us that his hostility had 
deep, unconscious roots, probably in his homo- 
sexuality which resulted in part from his identi- 
fication with his mother. 

After finishing the letter-opener he decorated 
a tile and in so doing displayed a good deal of 
talent. We learned that he had wanted to become 
an artist but had given it up presumably because 
of his asthma. However, it became very clear 
during his psychotherapy that his decision was 
more likely a result of his passive feminine identi- 
fication. His tile design had consisted of a threat- 
ening pirate. This selection of a pirate, like that 
of the letter-opener was dictated by his uncon- 
scious. He did not relate the pirate to the fact 
that he regarded his father as a threatening figure 
because he was the man who had robbed him of 
his masculinity. 

The patient decided to give this tile to a young 
female patient with whom he was carrying on a 
flirtation. Before presenting it to her, however, 
he quarreled with her and gave it to his favorite 
nurse instead. I asked him for permission to 
borrow the tile to photograph it. He granted this 
permission without hesitation. The following day, 
in conversation with his therapist, the patient 
accused me of taking the tile away from the 
nurse. At this point it became obvious that this 
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boy was quite angry with the hospital and with 
his therapist. Further discussion with his doctor 
revealed paranoid ideation to the effect that the 
hospital was using him as a guinea pig and was 
keeping him on the ward only because the resi- 
dents needed training. 


The following case is one of a 46-year-old, 
moderately obese, asthmatic male who was ad- 
mitted for psychiatric evaluation. During the five 
years since he had become asthmatic, his wife’s 
relatives supported his family. While on the ward 
he continuously praised her family because they 
had spent $20,000 on his medical care and the 
support of his family. He condemned his own 
relatives mercilessly because they had not helped 
him even though he had contributed considerably 
to their welfare in his younger days. He talked 
about money incessantly. Besides talking, his 
favorite past-time was eating. When the occupa- 
tional therapist invited him up to the clinic to look 
around, he replied that he would come if she had 
something to eat there. 

Eventually, however, he did go and after look- 
ing over the samples decided to make a purse. 
When he expressed a wish to make the largest 
purse available the occupational therapist advised 
him to practice on a small change purse. He 
complied with her suggestion but promptly lost 
the project. He thought he might have left it 
near the telephone after making a call to his 
wife and it had been stolen. This cleared the way 
for the large purse which was his second project. 
When this was completed, he found the small 
purse in his night table. 

Another middle-aged asthmatic man was ad- 
mitted to the psychiatric service some time later. 
This 45-year-old man had also developed asthma 
late in life. He had no respiratory difficulty until 
two years before this admission. During the two 
year period of his illness he had had five hospital 
admissions. His business partner and older son 
managed the fruit store during his long absences. 
His wife helped support the family by taking a 
factory job. 

This man, like the previous patient, had always 
been a hard worker until the onset of illness. He 
felt his responsibilities to be a burden and com- 
plained about his hard life. Unlike the previous 
patient, he did not express his oral needs in a 
direct way by eating excessively; in fact he was 
a rather thin man. Whenever he was not pre- 
occupied with his asthma he was busy with a mullti- 
tude of things. When he became relatively free of 
his asthma, he made two leather wallets for mem- 
bers of his family. This was the beginning of 
enormous activity for the duration of his three 
months’ stay on the ward. The fact that patients 
on the psychiatric service did not pay for the ma- 
terials they used was an important inducement for 
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him to make as many things as time permitted. 
He discovered that he could persuade other pa- 
tients to make things for him in return for assis- 
tance that he could give them. For instance, he 
helped the women patients with leather work in 
return for making many stuffed animals, dolls and 
clowns for him. It was apparent to the staff that 
this exchange was quite advantageous to him. 
Eventually, he realized that people were talking 
about his activities. This confirmed his sense of 
guilt over his acquisitiveness. From then on he 
attempted to deny that he was engaged in a 
number of projects, even though he continued his 
usual activities. 


COMMENT AND SUMMARY 


During psychotherapeutic interviews in private 
practice, patients discuss their daily activities in the 
light of their current needs and moods. On a 
psychiatric ward occupational therapy affords the 
psychotherapist an opportunity to observe these 
activities directly. He can integrate this informa- 
tion wtih material from other sources. 

In the case of the asthmatic boy it was possible 
to see reflected in his occupational therapy activi- 
ties, the development of his hostility. It was also 
evident that this hostility was directed first toward 
his father, then transferred to his therapist. At the 
end of this period he confessed to his therapist 
that he was homosexual and a drug addict. He 
also hated that he craved to be loved. His hos- 
tility was therefore, among other things, a defense 
against his passive needs. 

The middle-aged asthmatic, who wanted to make 
the largest purse available, did not connect this 
desire with his preoccupation with money, obvious 
as it was to others. When the therapist called this 
to his attention he immediately developed a severe 
asthmatic attack. 

The second middle-aged asthmatic learned a 
good deal about his greed through his occupational 
therapy activities. The permissive atmosphere of 
the hospital permitted the indulgence of his oral 
desires. The opportunity to observe the gradual 
appearance of his guilt was valuable to the hos- 
pital staff. 

In short, we were able to ascertain important 
information about every patient through his par- 
ticipation in occupational therapy. We integrated 
this knowledge with the psychotherapy. Thus oc- 
cupational therapy was utilized in the dynamic 
understanding and treatment of patients on a psy- 
chiatric ward of a general hospital. 


See you in | 
SAN FRANCISCO 
October 22-28 
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MODERN CONCEPTS IN THE TREATMENT 
OF PSYCHIATRIC PATIENTS 


BENEDICT NAGLER, M.D." 


It is quite evident that it will be impossible to 
discuss all modern concepts in the treatment of 
psychiatric patients in this short presentation. 
Therefore I wish to outline the fields which I will 
mot discuss: the advances in pharmacological 
treatments, in electro-convulsive therapy, surgical 
approaches and the possibility of producing 
psychoses through drugs to learn more about the 
distorted physiology of mental deviations. I will 
not discuss our endocrine glands and the possible 
use of their extracts in psychiatry, and just men- 
tion the discussion of “physiological versus psycho- 
logical” factors causing mental disorders. 

To give today’s discussion a new twist, “The 
patient is not the object but the subject, or at 
least the co-subject of the treatment procedure.” 
We will say we do not treat and cure the patient, 
the patient does it himself. That is paraphrasing 
the old classic concept that nature heals and the 
physician helps nature to accomplish the goal. 


Let us for a moment pay attention to the 
“grammatical aspect” of the treatment procedures 
which I just mentioned. The patient is receiving 
electro shock or insulin coma therapy, he is being 
treated with separil or thorazine, or is being 
lobotomized. However, he is mot being treated 
with occupational therapy—but he is doing it, or 
he is treating himself, as he is actively participat- 
ing in occupational therapy. True, he is doing 
this on prescription and under direction, but he 
has to participate, he is part of the team, the 
most important part. Without his active par- 
ticipation, without his appropriate motivation 
which we endeavor to obtain, this particular treat- 
ment process would be a failure. So we have 
here the situation where the patient is not receiv- 
img treatment but where he does the treatment— 
under guidance, I am sure, but still he is an active 
member of the team. 

To obtain such cooperation we have to accom- 
plish certain conditions which will be conducive 
to the patient’s participation in occupational ther- 
apy. Let us first consider our concepts of the 
hospital and the general surroundings. We think 
of the hospital as a “therapeutic community,” a 
kind of center in which the patient has to play 
a role. He Jives in the hospital and does not 
stay there only as a passive recipient of treatment 
procedures. If this is so, he should have some 
rights and responsibilities. Attempts are made 
to have patients’ self-government which some- 
times is quite successful. The representatives of 
the wards should have something to say in certain 
conditions in the planning and procedures—under 


the guidance of the rest of the treatment team— 
and restricted by the veto right of the doctor 
if the decision should be contradictory to the 
long-term goal of the treatment plan. We pay 
attention to the atmosphere of this community. 
We expect that the patient should shoulder cer- 
tain responsibilities to the group. In this con- - 
nection, I would like to point out that group 
projects in occupational therapy may have greater 
value than individual occupational projects. Team 
work is encouraged. We think of the possibility 
of work therapy versus, or in addition to, occupa- 
tional therapy, of giving additional responsibility 
to the patient as a member of the community. 
In brief, the patient does things for himself and 
for the group, and is not only the object of what 
we, the therapists, are doing to him. 

When the patients are placed in such a com- 
munity, thought has to be given to the people 
around them. It does not make too much dif- 
ference who gives the medicine, pushes the button 
of the ECT machine, or uses the scalpel in lobot- 
omy, provided he has adequate skill to do it. The 
personality of the therapist in this type of therapy 
plays a rather minor role. But in guiding the 
patient to group acceptance, in asking him to do 
things for himself and for the group, the per- 
sonality, plus the basic skills, plays the deci- 
sive role. 

We know that certain persons “click” with 
certain patients, others do not. There is no re- 
flection on the therapist, he or she is just not the 
right person for this particular patient. Of course, 
at times a therapist, in spite of his objective 
knowledge of what to do and what not to do, 
cannot be a therapist because of his personality. 

The group interaction and the group dynamics 
should be considered. They are studied by sociol- 
ogists, anthropologists, psychiatrists and psycholo- 
gists. How does a patient act toward his fellow 
patients in general, and how does he act to a 
certain patient, whom does he like and whom 
does he dislike, with whom does he associate, and 
in what type of group work does he like to par- 
ticipate—all those factors of interaction on the 
ward deserve careful study. This, in turn, may 
lead to better recognition of certain factors in 
the patient's illness, and this will thus lead to 
better management of the patient’s problem. 
Psychiatric illness, like physical illness, may be 
an attempt at self-defense against a difficult situa- 
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tion or an “external invasion” of the person’s 
system. An upheaval in the glandular system 
or an outside infection may give rise to psychosis. 
However, the defense need not be simply against 
bacteria or chemically toxic substances; it may 
be directed against social, psychological and per- 
sonal attack. In this case the outcome is a 
product which deviates from the average per- 
mitted range of “normality” or what our society 
calls normal. Freud called schizophrenia “an- 
other way of living’—surely a wrong way of 
living, as it is not accepted in our society. 

In addition to receiving “specific treatments,” 
the patient has to be led to use defense mechan- 
isms which are usable in our group life. He 
has to learn to live with himself and to live with 
others—the two things, which if we know how 
to do them, are the basis of our happiness. 

Whether we apply individual psychotherapy or 
group therapy will depend upon specific situa- 
tions, the need of the patient, the skill and atti- 
tude of the therapists. But we always like to 
stress an attitude of hopefulness in contrast to 
the defeatism commonly attributed to the asylum 
of the past. In the past too many of us were 
satisfied with a philosophy in the care of mental 
patients which demanded only to provide for their 
happiness while in the hospital where the ma- 
jority would stay for the rest of their lives. To- 
day we think of the patient’s stay in the hospital 
community as a transient one—as a preparation 
or retraining for the life in the natural commu- 
nity of his home environment. 

In addition to the concept discussed above, one 
or two other thoughts of importance may be 
mentioned. One: that we try to modify the 
sharp difference of “being in the hospital” and 
“being outside the hospital.” This clear-cut dis- 
tinction should gradually fade away, of course 
within certain limitations imposed by necessity 
of security and the patient’s condition. But in 
general we attempt to break the walls down. The 
patient is encouraged to go out into the com- 
munity and to continue the contact with the out- 
side world. He should not only be engrossed in 
the problems of the hospital community and thus 
forget his other responsibilities, he should con- 
tinue to be a part of the life to which he will 
return. In addition to visiting his family and 
community events on the outside, the patient 
should receive visits from volunteers who are the 
representatives of the outside world and who will 
help to keep this contact alive. Furthermore, 
gradual transitions are tried: the “day hospital” 
where the patient receives treatment during the 


day but lives on the outside, the “night hospital” 
where the patient works during the day but 
spends the evening with the group in the hos- 
pital, receives treatment and stays over night in the 
protected environment, the “member-employee” 
program and the situation where the patient 
works for an outside firm under a subcontract. 
These are sheltered or, as we prefer to say, cura- 
tive workshops. In the member-employee pro- 
gram the patients live not in the hospital ward 
but in special buildings set aside on the hospital 
grounds for that purpose. They have their social 
group projects and their own community rules. 

This leads us to the concept of rehabilitation, 
social and industrial reintegration, the latter with 
the help of vocational counseling. These are im- 
portant concepts in the present day approach to 
psychiatric patients and, again I may say, to pa- 
tients of any type. We try to prepare them for 
the world outside by not forgetting from the start 
that the outside world is awaiting them. We 
know that work is part of the treatment and es- 
sential to happiness. 


We have situations where the patient is almost 
ready to go home but not quite. He should leave 
the shelter of the hospital, even the day or night 
hospital, but is not yet ready to enter the family 
group. For such situations we have the “half- 
way house,” a new approach, not too much used 
yet and which should not be confused with what 
has been usually called the “intermediate hos- 
pital” which is likely to be the type of place in 
between the hospital and domiciliary retreat, a 
place where no major active treatment is neces- 
sary but where the patient still gets help and at- 
tention. However, the halfway house is for those 
who are ready to accept the responsibility of 
work, of adjustment to society in a restricted 
sense, but who are not able to exist without some 
support, group support from former patients, and 
perhaps from a therapist who may visit this group 
at regular intervals. 

At times foster home care may be necessary 
when patients for specific reasons cannot return 
to their family or have no family, but cannot 
yet exist in this hostile world without some help 
on which they can depend. However, in gen- 
eral, our goals are accomplished by gradually 
weaning the patient from the tender loving care, 
from the (at times) paternalistic authoritative 
world and the “mother substitute” of the hospital. 
We want him to become a free self-reliant mem- 
ber of society, aware of his responsibility toward 
his family and toward the community and having 
learned how to live with himself and with others. 
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TECHNIQUES AND PSYCHOLOGY 
OF INSTRUCTING 


JOHN A. EY, JR. CAPT., MSC! 


We cannot cover in a few pages what it takes 
years to acquire in college; so all we can do is 
cover some of the most important points. I 
would like to conduct an inventory for you of 
some of the important things that an instructor 
or public speaker should know. Most of what 
I have to say will deal with instructing, rather 
than with public speaking. However, with slight 
modifications, most of these principles can be 
applied to either. No matter what your subject 
may be, certain techniques and methods apply; 
and they must be followed if the subject material 
is to be gotten over to your listeners. In con- 
nection with this, I would like to discuss with you 
three main aspects of these techniques. These 
are: the general approach to instruction; the 
lecture, which we consider to be the core of all 
instruction; and pitfalls that you should avoid 
when you are speaking before an audience. 

Under the first one, the general approach, one 
of the most important points is that you have a 
sense of responsibility. If you can convince your 
audience that you want to be there, then your 
chances of getting them to listen to you are great- 
ly enhanced. Another point is to know your 
subject thoroughly. If you don’t know it, how 
do you expect your audience to learn? So pre- 
pare yourself thoroughly and feel a sense of re- 
sponsibility. One other very important point 
concerns your attitude. Never be domineering. 
Don’t get the idea that you know all the answers. 
There are always individuals in the audience who 
know more about some aspects of your subject 
than you do yourself. The final point under the 
general approach is that you have an understand- 
ing of your audience, and remember not to say 
too much in any one period—it only serves to 
confuse your audience. On the other hand, never 
say too little because it only leaves unanswered 
questions in their minds concerning your subject. 
Whatever you say, make it clear, concise and to 
the point. 


Let’s go on to the second main part of the 
techniques which we have titled “the lecture,” 
and discuss the presentation of your lecture. Do 
not recite from memory before any audience at 
any time. Another point—don’t read what you 
have to say. There are occasions where you may 
be presenting material that is technical in nature 
and with which you are not overly familiar and 
it may be necessary that you do some reading. 
However, in order to sell a point, or points, to 
an audience, you must look at them. Before a 
large group, I cannot look every one in the eye, 


but I can look in the general direction, giving 
the idea that I am speaking to each one individ- 
ually and not simply reciting. 

The second main point has to do with the parts 
of any lecture or period of instruction you may 
give. Three parts are absolutely necessary: an 
introduction, a body, and a conclusion. In the 
introduction tell them what you are going to tell 
them; in the body tell them what you said you 
were going to tell them; and in the conclusion tell 
them what you told them. The introduction is 
where you are going to attract the attention of 
your audience and you must do it in the first few 
words of your talk or you will find them awaken- 
ing sometime later with no idea of what has 
gone before. 

Now for the body of your lecture or talk. As 
I mentioned previously, confine the body only to 
what you can put over in the time allotted. Don’t 
say too much; don’t say too little. Some subjects 
taken fifteen minutes, others five hours. Only 
you can determine how much your audience can 


absorb. 


The third part has to do with your conclusion. 
Make your conclusion—like the introduction—as 
striking as possible. The conclusion is where 
you give your audience something to remember 
you by, and where you sum up the most impor- 
tant points that you have covered previously. And 
don’t forget, if you use humor in the talk at any 
time, be sure that it illustrates some point that 
you want your audience to remember, otherwise 
they will remember the story and forget what 
else you have to say. However, if the humor 
illustrates important points, they will remember 
the points you wish to illustrate as well as the 
humor and you will have achieved your end. 

We have discussed the presentation and the 
parts of a lecture, so let's look for a moment at 
the preparation of a period of instruction. Make 
sure that you prepare a lesson or a talk before 
you get up before your audience. Determine 
what you are going to say, in what order you are 
going to say it, and the procedures you are going 
to use. Use simple language that your audience 
will understand. If you use statistics, use round 
figures so as not to confuse them. If you say, for 
instance, “A new hospital costs $10,998,648.13,” 
the audience will wonder what the 13c is for. 
Say instead, “Approximately eleven million dol- 
lars.” And in determining the procedures you 
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are going to use in putting your subject material 
over, if you use any type of instructional or train- 
ing aids, endeavor to include the actual object 
that you are trying to describe. 


We'll go on to the third main point under 
these techniques. This one has to do with the 
pitfalls that should be avoided when you present 
instruction or any type of public speech. Never 
apologize at any time for your physical condition, 
your mental condition, or for the material you are 
presenting. Your audience has a right to be- 
lieve that you are fully prepared in every way. 
How do you expect your audience to learn if you 
yourself are not fully prepared? Whenever you 
apologize, instructional value is proportionately 
decreased. Another point has to do with sarcasm 
and ridicule. Ridicule anyone in the audience 
or be sarcastic and from there on you have a wall 
built up between you and your listeners and in- 
structional and speaking value diminish accord- 
ingly. The third point concerning pitfalls you 
should avoid deals with indecision and evasion. 
Be decisive, make up your mind one way or the 
other and do not evade questions from your audi- 
ence. If you do, you convey the impression that 
you do not know the answers. Your audience 
expects you to know—that’s why you're on the 
platform. The last point under pitfalls deals 
with cleverness, and all I am going to say about 
this is that if you are clever, never let your audi- 
ence know it. Too much apparent cleverness on 
the part of a speaker can very easily antagonize 
an audience. Use your cleverness instead to put 
your material over. 


At this point let’s take a look at the methods of 
instruction. The five general methods of instruc- 
tion are: lecture, conference, demonstration, group 
performance and coach and pupil. There are 
many variations of these, but these are used as 
the core of all instructional methods. The first, 
as you can see, is the lecture. Because a lecture 
is purely one-way traffic from you to your audi- 
ence, you have no way of checking whether your 
material is getting over. Can you teach wood- 
work, weaving, first aid or various occupational 
therapy procedures with a lecture alone? No, 
your class will hear; you must also let them see 
what you are talking about. The second method, 
the conference, is two-way traffic, but your audi- 
ence still does not see anything. They will only 
hear and possibly ask questions. It is better than 
the lecture, but far from ideal. The third method 
is the demonstration, but a demonstration is no 
good whatever unless you lend direction to it by 
a commentary or orient your audience beforehand 
as to what is going to take place. The fourth 
general method, group performance, does not lend 
itself to all subjects because this method involves 
explanation, demonstration, application by the 
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student, and correction of errors. The fifth 
method is coach and pupil. This method requires 
students to alternate as coach and pupil. You 
cannot expect a pupil to explain and demonstrate 
something he knows nothing about. Therefore, 
it should be used only for advanced training. We 
see that out of all five of these methods, not a 
single one can be considered ideal from every 
standpoint. Nearly 85% of all learning is 
achieved by visual impression. No instructor can 
afford to ignore that fact. Also repetition helps 
listeners learn. So we can say if you will lecture 
and confer with your classes, demonstrate every- 
thing you can, repeat the important points no 
less than four or five times, and if possible get 
the students to apply what they have seen and 
heard, you can be sure you have done your part 
of the training process. 


Let’s look now at some of the instructional aids 
which enable the students to see and thereby 
learn; and for the purpose of this discussion, we'll 
classify them into tangible and intangible aids. 
When you appear before a class you are either an 
intangible aid to your period of instruction or you 
are an intangible detraction—depending upon the 
following: your voice, speech, mannerisms, ac- 
tions, gestures, and appearance. These either 
help you put your material over or they detract 
from the instructional value. Some of these in- 
tangible detractions in your mannerisms are play- 
ing with chalk, a pencil, a pen, aimlessly walking 
around on the platform, standing with hands in 
your pockets, bending paperclips, spinning thumb- 
tacks, watching the clock or a watch, or looking 
at the ceiling or out the windows. Any of these 
and similar mannerisms have a tendency to re- 
duce the instructional value by distracting the 
students to such an extent that the material at 
hand is shunted into the background. Most of 
you who have given a period of instruction or a 
public speech have experienced what is known 
as “stage fright!” All I can say about stage 
fright or “footlight jitters” is that if you get up 
before a class or an audience and do not have 
that “old feeling” of nervousness and fear, I 
would advise you to see your doctor immediate- 
ly—for something is the matter with you. Stage 
fright is a perfectly natural reaction and the. in- 
dividual who does not have it is generally the 
cocky know-it-all type who more frequently an- 
tagonizes the audience than acquires their good 
will. As I said, stage fright or nervousness be- 
fore any type of audience is perfectly natural. So 
do not let stage fright or nervousness interfere 
with any instructing or speaking you may have 
to do. Prepare your material and yourself, and 
inject all the enthusiasm you possibly can into 
your presentation—and you will have nothing 
to worry about. Only when you have no fear 
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whatever should you begin to worry. 
to you whether these will be intangible aids or 
intangible detractions—everything depends upon 
how you use them. 

This brings us to the end of our discussion. I 
want to remind you that there are no perfect 


It is up 


instructors. You cannot please everyone in your 
audience, but it is an advantage to please as 
many as you possibly can. Remember when you 
get up before any type of audience, know your 
subject, know yourself, be yourself, but most im- 
portant of all, be your best self! 


COORDINATION OF OCCUPATIONAL THERAPY 
AND THE NURSING SERVICE IN 
PATIENT TREATMENT 


ALICE M. CLEMENT, O.T.R." 


In order to avoid generalities as much as pos- 
sible, let us begin with a few questions: What is 
the concept of communication? Why is it of ut- 
most importance to us? We speak of verbal 
and non-verbal communication in psychiatry—do 
both of these apply to coordination of service in 
patient treatment? 


COMMUNICATION WITH THE 
NURSING SERVICE 


Already these questions create more questions, 
but let us consider first what we mean by com- 
munication.* We probably agree that this concept 
involves sharing what is primarily one’s own and 
implies a reciprocal reaction. It is important that 
occupational therapists speak in the language of 
the current psychiatric team—of which we are an 
integral part. We must reveal, through our con- 
tacts, knowledge of contemporary advancement 
in related professional fields as well as in our own. 

Has it occurred to us that a very practical way 
to have clear communication with the nursing 
service is to provide the nurse with an opportunity 
to read the prescription? There she will find the 
objectives of the treatment as it is initiated. As 
changes are made she should be informed so that 
members of her staff are also aware of the new 
orders. One of the hazards of faulty communica- 
tion is the failure to share our planning with the 
person in charge of another service, with the re- 
sult that she has no clear directions for the per- 
sonnel under her supervision. In the process of 
the dissemination of information, no doubt, our 
two services would discover that certain functions 
frequently overlap. This overlapping comes from 
basic psychiatric principles, learned at the under- 
graduate level. It is helpful because it results in 
the reinforcement of positive factors in the treat- 
ment. 


We acknowledge that the psychiatric nurse’s 


role is to help extend the therapeutic process into 
ward environment.**° This is done by creating 


nurse-patient relationships that will stimulate emo- 
tional growth in a way that is consistent with 
the therapeutic plan of the psychiatrist. The psy- 
chiatric nurse collaborates with others in the 
planning of learning experiences. She assists in 
discovering and modifying social patterns or 
themes that influence the ward life of the patient. 
Ward personnel are with the patient continuously, 
including evenings and weekends. It is important 
for us to remember, always, that anyone who 
comes in contact with the patient can facilitate or 
retard his progress. If communication concerning 
treatment activities does not reach everyone con- 
nected with him, from the person in charge to 
the orderly, the treatment program can break 
down anywhere in the hospital community. The 
success or failure of communication accounts for 
the-emotional tone of an institution; and, as visi- 
tors or as workers, most of us have experienced 
variations in this emotional tone. We may express 
the feeling that the hospital gives us an impres- 
sion of warmth and good cheer among patients 
and employees or, on the contrary, an impression 
of grayness and rigidity. 

COMMUNICATIONS WITH STUDENTS 

All of us are interested, directly or indirectly, in 
students. They may be student nurses, psychiatric 
aides, or occupational therapy students. If our 
communication with them is not smooth, is it be- 
cause we have not given sufficient security to the 
inexperienced?®* A study was recently made as 
to why the young graduate nurse does not enter 
the field of psychiatry. One interesting statement 
that was consistently found was that the recent 
graduate did not feel sufficiently secure in her 
personal skills. How many times we graduate 
therapists have felt impatient because a former 
nursing student who has returned as a graduate 
shows no positive effect of her orientation experi- 
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ence. She cannot motivate her patient and give 
adequate support to his treatment program because 
she does not have an inner conviction of the value 
of the activity. Because occupational therapists 
contribute to her education, we must take our share 
of responsibility for her feeling of insecurity. How 
many of us have evaluated our orientation courses 
of a few short weeks? What were our aims and 
had they been achieved? If we felt that we had 
not reached the students, did we reconsider the 
content of the course immediately? Did we teach 
skills that were too intricate to retain without a 
lot of repetition? Did we acquaint them with the 
possibilities of simple activities on the wards, 
which they could discover as nurses? 


As instructors of students, we must not forget 
that it is not enough to know our own personality 
and method; we must also encourage them to de- 
fine theirs... When we know what we are doing 
and why, we are apt to be able to talk about 
it in a way that gives a clear picture of our role 
to others. This is administrative communication, 
which is important for the student to experience.’ 
A technique widely used in teaching is the formal 
case presentation. Unfortunately, this is usually 
only an exchange of information rather than a 
discussion of why certain things are done. It does 
not often indicate integration of treatment plans 
in a way that is clear to the graduate staff or to 
the students. They leave the case conference with 
their questions unanswered and with the feeling of 
having just attended another staff meeting. Each 
gtaduate or student returns to his responsibility 
feeling even less secure than before. In the case 
of someone who is new to the hospital, this feel- 
ing is especially detrimental. At this point, it 
should be noted how quickly the emotional tone 
of a ward can be subtly changed by the additional 
insecurity of a new staff member. Education and 
the exchange of information must be constant and 
continuous if we are to avoid this situation. 


What can we do to interpret our plans ade- 
quately, so that the nurse can support us adequate- 
ly? In small institutions, especially, the graduate 
nurse should be consulted about the planning for 
evening and weekend activities that are arranged 
by occupational therapy personnel. She should 
know when the occupational therapist leaves. She 
and her assistants should understand the treatment 
activities well enough to participate in them. She 
should be ready to advise the occupational thera- 
pist of a need to change plans if this is indicated 
by a situation on the ward. If such a procedure 
were followed, these activities would not add to 
the difficulties already present, but would help to 
resolve them.’ In the large hospital, where there 
are not enough graduate nurses to supervise direct- 
ly, then it is most important for the psychiatric 
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aide in charge to be well informed in the same 
manner. Graduate nurses and psychiatric aides 
who are in-service trained will be more receptive 
than those who are not. They will appreciate their 
responsibility to patients and in regard to the 
activities planned for patients. They will be flex- 
ible in their routine. They will lend support to 
the treatment program by positive motivation 
which, in turn, will encourage participauion, either 
active or passive, on the part of the patients. They 
will have learned how to be consistent in their 
attitudes, so that patients are not confused. These 
are a few of the principles they had absorbed as 
the result of good communication. Having had 
positive experience as employees, they will not 
make light of or retreat from a ward activity. 


CONCLUSION 


In conclusion, let us say that we have attempted 
to indicate the pathways of communication both 
inter-departmentally and intra-departmentally. We 
have traced faulty communication both horizontal- 
ly and vertically. We have learned that channels 
of direction are just as important as channels of 
authority. We have considered specific illustrations 
of problems and their solutions. We have stressed 
the responsibility for professional growth so that 
the reflection of ourselves as occupational thera- 
pists in psychiatry will be disclosed in dynamic 
expression. Finally, we have observed that the 
total treatment care of the patient rises or falls 
according to our ability to “capitalize our assets” 
and share them with others in the hospital com- 
munity. 
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INDUSTRIAL ACCIDENT CASES AND THE 
COMMUNITY REHABILITATION CENTER 


W. SCOTT ALLAN' 


The National Safety Council compilation of 
statistics for the year 1953 indicates that there 
were 2,000,000 work accidents which caused a 
total production loss of 45,000,000 man-days and 
a total cost in loss of wages, medical expense, 
compensation benefits and other administrative 
expenses of $1,650,000,000. If we add to this 
latter figure the so-called hidden, or indirect, costs 
of the lost production time, it raises the total esti- 
mated cost of work accidents in 1953 to the stag- 
gering total of $3,150,000,000. 


Is it any wonder that industrial management, 
labor union officials, insurance company execu- 
tives, legislators and administrators regard with 
concern this steadily increasing burden on Ameri- 
can business, on the American public and on the 
individual American working man. The steady 
trend toward broader interpretation of the work- 
men’s compensation laws and more liberal bene- 
fits precribed by those laws holds no promise of 
lowering the over-all costs. Where then can a 
solution be found which offers some hope for re- 
duction of the costs of injury and resultant dis- 
ability to industry and at the same time provides 
the injured worker with the best of medical at- 
tention, reduces his time away from work and 
lessens the permanent effects of his injury? As 
the largest carrier of workmen’s compensation in- 
surance in the country and as a pioneer in the 
adaptation of rehabilitation techniques and serv- 
ices to the advantage of the injured industrial 
worker, we are convinced that the answer lies in 
the direction of a sound rehabilitation program. 

The American College of Surgeons in 1950 
appointed a subcommittee on industrial relations 
comprised of representatives from labor, insurance 
carriers and federal government as well as the 
medical profession. One of the five basic prin- 
ciples set forth by this subcommittee reads as 
follows: 


“Full utilization of all our potential manpower is es- 
sential to the welfare and strength of the country at all 
times. The discarding of disabled workers is an economic 
extravagance detrimental to the welfare of our country, 
wholly aside from the personal effect on the worker and 
his family. Solution of the problem of trauma requires 
cooperation, and not competition, between all interested 
groups and agencies. We must therefore improve and ex- 
pand all activities, public and private, that aid in re- 
habilitation of the disabled worker.” 


In the same report a portion of another basic 
principle was that “rehabilitation and restoration 
to gainful employment of the injured worker must 
begin with first aid and continue through the 
period of disability .. . The physician must bring 
252 


to bear on these problems all the skills and dis- 
ciplines that science and society can offer, and 
utilize all community resources which can assist 
him in the accomplishment of these objectives.” 


In the last quotation, emphasis has been placed 
upon the desirability of initiating the process of 
rehabilitation at the moment of injury and fol- 
lowing it through as a continuous process until 
the injured man has been placed on a job. While 
this may seem self-evident, it probably constitutes 
the key to successful rehabilitation efforts. 

As a practical demonstration of what can be 
accomplished in the specific field of rehabilitation 
of industrial injury cases and to add emphasis to 
the need for an integrated, continuous program, 
it may be of interest to you to hear about the 
experience of the Liberty Mutual. We can then 
discuss some practical suggestions of adaptation 
of local community centers to more effective 
handling of the industrial injury case. 

Two factors have been mainly responsible for 
the awakening of keen interest in rehabilitation 
as a vital adjunct to the improved handling of 
serious industrial injuries within the framework 
of workmen’s compensation procedure. One of 
these is the growth of modern surgical techniques 
and drug therapy, resulting in greatly increased 
life expectancy following severe injury or disease; 
the second is the realization of the staggering 
costs of prolonged disability in terms of both in- 
demnity and medical under many of the state 
workmen’s compensation laws. 

The first point requires no elaboration except 
to point out that the knowledge gained by the 
surgeons in military service during World War II, 
and applied to battle casualties in the field as well 
as in the general hospitals of the VA, is gradually 
being assimilated and ‘adapted for civilian use. 
The second point has its basis in the fact of steady 
liberalization of the indemnity and medical bene- 
fits provided under the state acts. At the present 
time, twenty-three of the workmen’s compensa- 
tion laws provide weekly payments for as long as 
the worker is disabled or for life, and thirty-five 
of the laws provide for the payment of medical 
benefits for as long as they may be needed or for 
life. In the past five years surgical fees have 
doubled and hospital costs have more than trebled. 
There is no indication that this trend has ended. 

Under these laws, serious industrial injuries to 
a young man, such as those involving loss of both 
arms or legs or spinal cord damage resulting in 


1. Supervisor of Medical Service, Liberty Mutual In- 
surance Company, Boston, Massachusetts. 
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paralysis of arms or legs, can cost between 
$200,000 and $300,000 for surgery, prolonged 
hospitalization and lifetime nursing care. In order 
to mitigate the chance of such high loss costs, it 
is important that seriously injured workers receive 
the very best that medical skill can provide in 
diagnosis and surgery as well as the best of hos- 
pital care and rehabilitative therapy. Liberty Mu- 
tual seeks to provide these medical and rehabilita- 
tion services in addition to the minimal surgical 
and hospital benefits which are required by the 
compensation statutes. This constitutes an in- 
vestment on our part in the reduction of disability 
and the restoration of the seriously handicapped 
to industry. 


More than a decade ago, our company explored 
the possibility of taking affirmative action to re- 
store to industrial employment many of the cases 
which had previously been consigned to perma- 
nent total or permanent partial disability classifi- 
cation. Careful review of a large number of these 
cases revealed that, despite excellent surgery and 
apparent favorable progress during hospitalization, 
they often lapsed thereafter into long-term chronic 
disability cases. The reason lay in the fact that 
these injured workers suffered from residual atro- 
phy or stiffness in the injured part, from discour- 
agement or fear, from lack of counseling or voca- 
tional retraining and placement; and many times 
from as simple a thing as the need of someone to 
take an interest in them. It became obvious that 
something was needed to support the progress of 
recovery from the end of surgical healing and 
definitive medical care until return to industrial 
employment was possible. We explored the pro- 
grams established in Canada and the beginning 
ventures into the rehabilitation and physical medi- 
cine fields in this country and Great Britain. 
Valuable guidance and suggestion were forthcom- 
ing from interested specialists in the medical pro- 
fession. 


As the result of our study and the conviction 
that a coordinated program of medical rehabilita- 
tion offers a chance to markedly reduce disability, 
the Liberty Mutual has developed an integrated 
program for the handling of serious injury cases. 


The four principal components of our program 
are as follows: 


(1) The utilization of top-grade orthopedic surgeons 
as medical advisers to our claims personnel with the aim 
of reviewing diagnosis and treatment, consulting with the 
attending physician and working out practical methods for 
further medical evaluation. 

(2) The utilization of rehabilitation nurses as co- 
ordinators and counselors Gn serious disability cases. They 
demonstrate the continuing interest of the employer and 
the insurance company in the injured worker and _ his 
medical welfare. They attempt to develop a busy pro- 
gram for the injured worker which will prevent dis- 
couragement or distress, neurosis or psychosis. 


(3) The rehabilitation centers maintained by Liberty 
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Mutual are in Boston and Chicago, the first being opened 
in 1943 and the second in 1951. Under the supervision 
of prominent orthopedic surgeons, a detailed program of 
physical and occupational therapy is provided for injured 
employees of our policyholders. In these centers the pa- 
tients are treated as a whole as well as for the injured 
part. The motivation and stimulation of creative work, 
in surroundings where other equally and more seriously 
injured employees are hard at work, is a prime reason 
for the end results obtained. At both the Boston and 
Chicago Centers, 84% of the patients completing treat- 
ment have been returned to work. The services of a full- 
time counselor in the field of job placement have resulted 
in a substantial percentage of the cases returning to work 
being placed in a different type of job. 

(4) The fourth division of our program deals with 
perhaps the most serious of all industrial injuries, the 
paraplegia or quadriplegia. These cases may require a 
lifetime of hospital, special nursing or attendant care 
unless significant methods of rehabilitation are utilized. 

Paraplegia and quadriplegia cases are definitely on the 
increase in workmen’s compensation. We presently have 
ninety-one open disability cases on our books for which 
we are carrying reserves of about $4,000,000 for future 
indemnity and medical benefits, New cases are coming in 
at the rate of about two a month. Because of the lack of 
adequate available services for the rehabilitation of many 
such cases, we have brought most of them to Boston or 
New York for specialized surgery, carefully supervised 
hospital care by those familiar with the necessity for 
special nursing techniques, bladder and bowel training and 
early bed exercise. The cases which show progress are 
graduated to ambulation training by experts in that field 
and eventually to our own centers or to other similar 
facilities where the final training can be given in self- 
care, in meeting the demands of daily living and in pre- 
paring for return to work. 

We have undertaken this type of rehabilitation on sixty- 
four cases and have completed our work on forty-nine. 
Of that number, twenty-five, or 51%, have returned to 
work or are in business for themselves. Of the remaining 
cases, twenty-four have been returned to their own homes 
or to convalescent homes and do not require hospital or 
full-time nursing care. Three are still in the hospital at 
the present time. 


Compensation laws do not require that we ren- 
der this kind of service. We are providing re- 
habilitation services because everyone gains by our 
doing so, first the employee himself, second the 
employer, and third, ourselves. 

It would be nice to be able to say to you that 
all the casualty insurance companies are making 
full use of existing rehabilitation facilities for the 
reasons and purposes mentioned in my remarks so 
far. That such is not the case is primarily due to 
the slowness of any constructive and significant 
change in human thinking. The insurance busi- 
ness is still regarded by many as a banking opera- 
tion, and the legal requirement to pay only cer- 
tain prescribed benefits under the law or under 
the terms of the policy is still inherent in the 
claims practices of most carriers. Gradually, how- 
ever, under the pressure of public opinion, the in- 
terest and action of forward-looking industrial 
management, labor unions, administrative agen- 
cies and private professional and lay groups in- 
terested in the subject, a change in this old line 
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of thinking is taking place. Within the next few 
years there will undoubtedly be a rapid increase in 
the understanding of insurance people, of indus- 
trial executives and of attending physicians in re- 
spect to the role which rehabilitation can play in 
effecting a more complete recovery of the victim 
of industrial injury. With such realization will 
come an increasing demand upon existing reha- 
bilitation facilities everywhere. 

Speaking only as the representative of one large 
insurance carrier which has developed some rather 
well-defined ideas on the subject of an effective 
program for the practical rehabilitation of indus- 
trial accident cases, I would like to outline briefly 
ten points which I believe could serve as guide- 
posts for any local community rehabilitation fa- 
cility in its efforts to attract and to effectively 
handle case referrals from insurance companies 
and from industry. These are as follows: 

(1) Adequate medical supervision and periodic evalua- 
tion, especially-in connection with prescription for therapy. 

(2) Adequate occupational therapy. 

(3) Specialized, short-term program for the indus- 


trial case as compared to the long-term chronic disability 
case. 

(4) Orientation of staff to the specific needs of the 
industrial case-individualized program. 

(5) Close integration and coordination of community 
center facilities with vocational training and employment 
agencies or institutions. 

(6) Enlistment of the help and advice of industrial 
groups (possibly through an advisory council or board 
of directors) who are in a position to recommend and 
even provide job opportunities. 

(7) Continuous counseling process from accident to 
job placement. 

(8) Enlistment of the understanding and support of 
doctors doing substantial amounts of industrial work, 
medical directors of large corporations and local insur- 
ance personnel. 

(9) Willingness to accept and materially improve the 
common industrial injuries, such as fractures, tendon and 
nerve injuries, back cases, etc. 


(10) Planned prosthetic program, preferably with 
staff or consultant certified prosthetist. 

There are perhaps other considerations, but 
these are some of the points which would be con- 
sidered of practical value in the decision as to 
whether a given rehabilitation facility could pro- 
vide a real service for an injured worker, his em- 
ployer and insurance carrier. Early consideration 
of re-employment possibilities means much to a 
seriously injured employee, especially if he will 
be handicapped to the extent of not being able to 
resume his former cype of work. Careful study of 
available jobs and of physical abilities of the em- 
ployee may pave the way to effective placement. 

Whatever solution is eventually reached in the 
problem of proper placement, either by in-plant 
relocation or through the help of outside vocation- 
al training, the actual employment of a handi- 
capped worker is on a sound basis only if that 
employment is productive for both employer and 
employee. The proper job is one which is worthy 
of the individual employee's abilities and merits 
his real interest and attention; one which makes 
him an asset to the plant, to his family and to 
society. 

In brief then, the rehabilitation of the injured 
industrial worker presents a tremendous challenge 
to us all. There can be no simple solution to suc- 
cessful rehabilitation of an employee injured in 


industry. It requires the concentrated attention and 


active cooperation of a great many organizations 
and individuals. The restoration of the injured 
employee to a useful and productive life is a goal 
which is both economically and socially sound. 
Rehabilitation is an investment in human values, 
the dividends from which can be measured not 
only in dollars but in self-respect, worth and dig- 
nity of the individual, and essential gain to so- 
ciety. 


D’ COMMUNITY CAMPAIGNS 


Give...the United way 
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THE MANAGEMENT OF THE 
POLIOMYELITIS PROBLEM 


HART E. VAN RIPER, M.D." 


Occupational therapists may expect to continue 
playing a large and important role in the rehabili- 
tation of poliomyelitis patients for many years to 
come. On the rolls of the 3,100 chapters of the 
National Foundation for Infantile Paralysis there 
are still approximately 70,000 “old patients.” 
These individuals are still suffering from the tragic 
after-effects of paralytic poliomyelitis. They will 
continue to require first line rehabilitation care, 
which includes well directed and intelligent oc- 
cupational therapy, for some time to come. 

The occupational therapist as a member of the 
medical team. The occupational therapist is a vital 
member of the medical team which ministers to 
the needs of children and adults crippled by para- 
lytic poliomyelitis. The records on poliomyelitis 
show that approximately half of all cases finally 
diagnosed as poliomyelitis (there are many sus- 
pected diagnoses which do not turn out to be 
polio) show no signs of paralysis at all. At least 
they will completely recover with no residual 
symptoms of paralysis. Of the remaining half of 
the cases, approximately six per cent will die, thirty 
per cent will be left with some muscle weakness, 
but not enough to interfere with normal life, and 
fourteen per cent will suffer more or less severe 
paralytic involvement. 


In every completely staffed institution for the 
rehabilitation of poliomyelitis patients there is a 
position for the occupational therapist. Unique 
and particular skills are crucial to the pattern of 
intensive and comprehensive care through which 
poliomyelitis patients achieve their greatest hope 
of rehabilitation to normal or near normal living. 

I think that the range of attention of the occu- 
pational therapist in the field of poliomyelitis 
should include that 30% of the patients who are 
only slightly paralyzed as well as the 14% who 
are more severely involved. 

There have been and undoubtedly will be many 
more cases of paralytic poliomyelitis, not 
severe in terms of total muscle involvement, but 
crucial in terms of the particular muscles involved, 
which may particularly benefit by the skilled min- 
istrations of the occupational therapist. I would 
not presume to tell you how to practice occupa- 
tional therapy, but I can assure you that it is hete 
to stay. 

The polio picture today. There has been a ris- 
ing tide of poliomyelitis infections throughout the 
world. At the third international conference on 
poliomyelitis held in Rome in September, 1954, it 
was Clearly brought out that American experience 
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with the increasing numbers of cases over the 
years is being repeated—with about a ten year 
lag—in western European countries. This year, 
1954, the total number of cases of poliomyelitis 
which will go on the record books will probably 
come very close to 40,000 cases, which is just 
about the average number of cases that have oc- 
curred in the United States over the last five years. 
This five-year average is several times as high as 
the average for the years 1938-1942, the first five 
years of existence of the National Foundation. 


We will have new cases of paralytic poliomye- 
litis in 1955. How many, neither I nor anyone 
else can tell you at this moment; I suspect, how- 
ever, that the number will not be infinitesimal. 

The question may immediately occur, “Why 
will we have new cases of poliomyelitis in 1955 
when there is every indication that a successful 
vaccine against poliomyelitis has already been de- 
veloped?” The answer to this apparently simple 
question is indeed complex and manifold. 

It is true enough that we do have under test a 
promising vaccine, the inactivated polyvalent vi- 
rus vaccine developed by Dr. Jonas E. Salk at the 
University of Pittsburgh and field tested under the 
sponsorship of the National Foundation for In- 
fantile Paralysis during the current polio season. 


These facts, however, remain indubitably true: 


(1) No one yet knows whether the Salk vac- 
cine is truly effective against paralytic poliomye- 
litis under natural conditions of exposure. 

The definitive evaluation report on the 1954 
polio vaccine field trials will not issue from the. 
poliomyelitis vaccine evaluation center at the Uni- 
versity of Michigan, under the direction of Dr. 
Thomas Francis, Jr., until about April 1, 1955. 
This evaluation is an exceedingly complex and 
elaborate procedure. For example, 1,830,000 in- 
dividual record punch cards have been set up to 
conduct this study, one card for every child in 217 
test areas in the United States and 46 test areas 
in Canada and Finland, who have participated in 
one way or another in the 1954 polio vaccine field 
trials. 

The evaluation studies have been set up to an- 
swer the crucial question, “Will the Salk vaccine 
prevent paralytic polio under natural conditions 
of exposure?” The emphasis in this question should 
be on the word paralytic. To find out whether the 
vaccine is effective in preventing paralysis it is 
necessary to do muscle tests, graded and scored, at 


1. Medical Director of the National Foundation for 
Infantile Paralysis. 
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intervals of ten to twenty days and again fifty to 
seventy days after onset of disease, on every child 
in the 217 test areas in the United States covered 
by the study. 

(2) We must expect some new cases of polio- 
myelitis in 1955 because, even if the Salk vaccine 
proves to be highly effective in preventing para- 
lytic poliomyelitis, which will be noted in the 
report issuing from the evaluation center in April, 
there nevertheless remains to be accomplished a 
program of universal vaccination against polio- 
myelitis. How long it will take to put such a pro- 
gram into effect is problematical. Even today, a 
century and a half after the demonstration that 
smallpox vaccination was an effective protection 
against disfiguring disease, truly universal vaccina- 
tion against smallpox has not yet been achieved. 

In order to speed the adoption of a program of 
universal vaccination, the National Foundation 
has already placed contracts for the manufacture 
of 25,000,000 cubic centimeters of the Salk vac- 
cine between now and the beginning of the 1955 
polio season. This vaccine is being made available 
without charge for the vaccine itself for admin- 
istration to children in the first grade in school 
during the spring of 1955, to so-called “polio 
pioneers”—that is, the children who participated 
in the 1954 vaccine field trials but did not actually 
receive vaccine injections—and to pregnant wom- 
en. All these groups for whom the National Foun- 
dation is making vaccine available are among those 
most highly susceptible to poliomyelitis, accord- 
ing to past statistical records. Pregnant women 
appear to be eleven times as susceptible to polio- 
myelitis as non-pregnant women in the same age 
group. 

We are touched by the almost universal inter- 
est displayed in the polio vaccine now under test. 
We must answer that we still do not know 
whether it will work under natural conditions of 
exposure to the disease. 

It is most fitting, however, that we pay tribute 
in these months of suspense to the individuals, the 
research teams and the scientific ideas out of which 
the Salk vaccine test is compounded. 


Four steps in fundamental research leading to a 
practical vaccine against poliomyelitis. There is no 
great advance in the field of medicine or science 
that springs full-bloom from the mind of the man 
whose name is most intimately associated with it. 
Dr. Jonas E. Salk said on April 22, 1954, the day 
that the polio vaccine field trials opened, “Many 
investigators have worked long years, and inten- 
sive ones, to test various leads along the way .. . 
sometimes the moves were rewarded by great 
strides, sometimes the steps were small, and at 
other times they had to be retraced . . . we are 
certain of the scientific basis and the solid foun- 
dation of experimentation upon which the present 
steps are being taken.” 

Behind the hopes for the Salk vaccine lies al- 
most half a century of hope and experiment. The 
thought that a polio vaccine might be found and 
be practical has been with us since 1908, when 
Carl Lansteiner in Europe and Simon Flexner in 
the United States first demonstrated the experi- 
mental transmission of poliomyelitis to monkeys. 
Two unsuccessful attempts to promulgate the use 
of a poliomyelitis vaccine were made in the 1930's. 
However, it is the research undertaken in the last 
five years that has brought us close to the hope 
of making a successful polio vaccine. It might be 
said that the four crucial steps leading up to the 
Salk vaccine, as today constituted, were these: 

(1) The demonstration, beginning in 1949, 
that there were only three types of poliomyelitis 
Virus. 

(2) The discovery, also in 1949, that polio- 
myelitis virus could be grown in test tubes on non- 
nervous tissue. 

(3) The execution in 1951 and 1952 of vast 
field trials of gamma globulin, the blood deriva- 
tive which contains polio antibodies; and coordi- 
nate in time, the demonstration that the poliomye- 
litis virus appears, for a short time in the course 
of the disease, in the blood stream. 

(4) The documentation of the fact that an in- 
activated virus vaccine (made with formalin) 
would raise antibody levels against poliomyelitis 
infection—all this in 1952 and 1953. 
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Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts University, 7 Harcourt St., Boston, Mass. Mrs. John A. 
Greene, President 


Colorado Agricultural and Mechanical College, Fort Collins, Col. Asst. Prof. Marjorie Ball, OTR, Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N. Y. Ass’t. Prof. Marie 
Louise Franciscus, OTR, Director of Training Courses in O.T. 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. Assoc. Prof. Beatrice D. Wade, 
OTR, Director of O.T. 


Iowa State, University of, College of Liberal Arts and College of Medicine, Iowa City, Iowa. 4st. Prof. Elizabeth 
Collins, OTR, O.T. Supervisor. 


Kalamazoo School of Occupational Therapy, Western Michigan College of Education, Kalamazoo 45, Michigan. 
Assoc. Prof. Marion Spear, O.T.R., Director of O.T. 


Kansas, University of, School of Occupational Therapy, Lawrence, Kansas. Asst. Prof. Frieda Drohobitch, OTR, 
Director of O.T. 


Michigan State Normal College, Ypsilanti, Michigan, Asst. Prof. Frances Herrick, OTR, Director of O.T. 
Mills College, Oakland 13, Calif. Mrs. Ivabelle B. Rhodes, OTR, Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, OTR, Director 
of O.T. 


Minnesota, University of, School of Medicine, Minneapolis, Minn. Miss Borghild Hansen, OTR, Director of O.T. 
Mount Mary College, Milwaukee 13, Wis. Sister Mary Arthur, OTR, Director of O.T. 


New Hampshire, University of, College of Liberal Arts, Durham, N. H. Miss Ruth McDonald, OTR, Supervisor of 


New York University, School of Education, Washington Square New York 3, N. Y. Assoc. Prof. Frieda Behlen, OTR, 
Director of O.T. 


Ohio State University, College of Education, Columbus 10, Ohio. Miss Barbara Locher, OTR, Chairman, O.T. Dept. 


Pennsylvania, University of, School of Auxiliary Medical Services, 419 South 19th Street, Philadelphia 46, Pa. Prof. 
Helen S. Willard, OTR, Director 


Puerto Rico, University of, School of Physical and Occupational Therapy, Professional Bldg., Santurce, Puerto Rico. 
Miss Carmen P. Perez, OTR, Senior Supervisor of O.T. 


Puget Sound, College of, N. 15th and Warner St., Tacoma 6, Wash. Asst. Prof. Shirley Bowing, OTR, Director of 
O.T. and Rehabilitation. 


Saint Catherine, College of, St. Paul 1, Minn. Sister Jeanne Marie, OTR, Director of O.T. 
San Jose State College, San Jose 14, Calif. Asst. Prof. Mary Booth, OTR, Director of O.T. 


Southern California, University of, College of Letters, Arts, and Science, Box 274, Los Angeles 7, Calif. Assoc. Prof. 
Angeline Howard, OTR, Director of O.T. 


Texas State College for Women, Dept. of Arts, Denton, Texas. Assoc. Prof. Fanny Vanderkooi, M.A., Supervisor of 
OT. 


Texas, University of, Medical Branch, Galveston, Texas. Mrs. Cynthia Schuleman, OTR, Director of O.T. 
Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. Asst. Prof. Erna R. Simek, OTR, 
Director, Dept. O.T. 


Wayne University, College of Liberal Arts and College of Education, Detroit 1, Michigan. Asst. Prof. Barbara Jew- 
ett, OTR, Director of O.T. 


William and Mary, College of, Richmond Professional Institute, 901 W. Franklin St., Richmond 20, Va. Miss H. 
Elizabeth Messick, OTR, Director of O.T. 


Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. Caroline G. Thomp- 
son, OTR, Director of O.T. 


Awaiting accreditation: 


Buffalo, University of, School of Medicine, 2183 Main St., Buffalo 14, N. Y. Asst. Prof. Nancie B. Greenman, OTR, 
Director of Program in O.T. 


North Dakota, University of, Grand Forks, N. D. Asst. Prof. lone Olson, OTR, Director of O.T. 
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OCCUPATIONAL THERAPISTS 


For easy to use materials, simplified ordering and 
courteous service, see or write us for all 


CERAMIC MATERIALS 
CERAMIC EQUIPMENT 
ENAMELING MATERIALS 
ENAMELING EQUIPMENT 


Free Catalogs on Request 


Western Ceramics Supply Co. 


1601 Howard St. (corner 12th St.) 
San Francisco 3, Calif. 


CRAFT SUPPLIES 


Every supply need for COPPER ENAMELING and JEW- 
ELRY MAKING, if it’s for JEWELRY, BERGEN has it! 
BERGEN offers the Ye oe selection of earwires, pin- 
backs, cuff links and all jewelry findings. For COPPER 
ENAMELING, BERGEN has over different shapes 
and copper blanks, over 75 enamels in shaker jars, 
ashtrays etc. For every need, you'll want 
BERGENS New 1956 Catalogue, available now. Send 


25¢ to x... handling costs of this valuable catalogue. 
If you are already on our mailing list you will receive 
your catalogue soon. 


WRITE DEPT. OTJ 


Ants.dC 


128 MAIN ST. - HACKENSACK, N. J. 


Now... for the first time 


A new model HERALD LOOM specifically to 
OCCUPATIONAL THERAPY. A wide range of accessories 
offering time-saving quick changes for you. 


See It at the Conference 


2080 EDGEWOOD ROAD 
Redwood City, California 


Crafts to arouse the 


CREATIVE INSTINCT 
Woodcraft kits 

Feltcraft Supplies 
Designs for Feltcraft 
Leather Crafts 

Craft Supplies 


Send for 7" catalog today 


redi- 


2814 N. 48 Dept. OT 
Milwaukee 10, Wis. 


S-T-R-E-T-C-H 


SQUEEZE ees 

To strengthen 
the Fingers, 


‘ 
SILICONE \ Hands, Wrists, , 


SPECIALLY At Your Surgical 


PROCESSED FOR, vA Supply House or 


THERAPEUTIC meh J ’ Write to Thera-Plast 


* Co. for Literature. 


Thera-Fjast 


Today! 


SWEDISH WEAVING 
HUCK TOWEL DESIGNS 


Easy to weave borders for towels, place mats, 
aprons, etc. for gifts or sell for profit. Inexpen- 
sive and excellent for the convalescent limited 
in activities. 


Write for “FREE SAMPLES” 
other information to— 


MILDRED V. KRIEG 


P. O. Box 82 Riverside, Mlinois 


of toweling and 


20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 16/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


8/4 Boil-Fast Carpet Warp 
—22 colors on % Ib. tubes. 


b Ad- 
S. Govt. Occu- 


py 


We have a complete as- 
sortment of yarns for 
home and commercial 
weaving. 


(Write for free samples) 
CONTESSA YARNS Dept. C.W., Ridgefield, Connecticut 
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TO ASSEMBLE AND SEW 


A Craft Activity That’s 
> ,/ Beautiful and Beneficial 


Glove Kits for Men 
Women — choice 
of fine leathers — full 
size and color range. Our Glove Kit provides 
fascinating, relaxing and 
rewarding occupation with leather, long recog- 
nized for its therapeutic value, 
Each kit contains one pair of table-cut gloves, 
special needle and thread — and simple, easy-to- 
follow instructions. Made of the finest imported 
leather available, Tailored Gloves will give you 
lasting wear and the satisfaction which comes 
from making them yourself. 


Write TODAY for descriptive folder and prices. 


TAILORED GLOVES, INC. 
GLOVERSVILLE, NEW YORK 


BETTY SWING LOOM (Pat. applied for) 
WEAVING WITHOUT WARPING 


One page of simple instructions and the flat 
shuttle are all you need to start weaving. 


Many beautiful articles 12 threads to the inch may be 
woven. Maximum size 18” x 26” 


Bags Towels 
Stoles Tapestry 


Rugs in sections 
Luncheon Sets 


The Betty Swing Loom is made of beautifully finished 
hardwood, and plated hard steel pins. The pins are accu- 
rate to 2/1000 inch and a multiple warp may be strung. 


Ideal for School and Craft Departments 


FILL IN... MAIL COUPON TODAY! 

Apple Tree Shop and Loom Room 

4535 North River Road—Freeland, R 3, Mich. 
Please send me express collect Betty Swing Loom and 
Sh 

Shuttle, Enclored check ‘or money order $26.50 


MY NAME 


OSBORN LEATHER-CRAFT 


PROJECTS...Promote Recovery 
with Occupational Therapy 


Osborn Bros. offer a wide range 
of easily done, “ready-to-be-put- 
together” craft projects that keep 
patients’ minds occupied with 
hours of constructive activity, 
pleasure and recreation. Each 
project kit contains complete in- 
structions and material. You'll 
find our prices moderate, and well within reason for both individuals 
and institutions. We specialize in craft-project supplies and will 
submit estimates upon inquiry. 


NEW 72-PAGE “IDEA BOOK” e You'll find our new 
No. 21 catalog a wonderful source of ideas for your craft 
It contains illustrations, diagrams, descriptions 
and specifications for a big variety of interesting and useful 


projects! 


articles from axe sheaths to totem poles. Gives suggestions as to 


materials, tools, techniques. We’ve made a sincere effort 
to include projects that would be suitable for occupational 
therapy departments in Veterans Administration and other 
hospitals, and we’re especially equipped to give these 
units prompt service. Send for your Free copy teday. 


OSBORN BROS. 
SUPPLY CO. 


House of Leathercraft now in 37th Year 


2306 E. Washington St. 
DEPT. A, Joliet, IMlinois 
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AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett's 
catalog listing and illustrating oc- 
cupational therapy materials and 
equipment. 


LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 


Rug Roving, Cotton Yarn 
Carpet Warp, Rug Yarns 


BASKETRY MATERIALS 
Reed — Raffia — Cane 
Wooden Bases and Trays 

Corkcraft 


ART MATERIALS 
Leather and Tools 


SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1868 
306 Main Street Cambridge, Mass. 


LOW COST 


FOR OT WORKSHOPS 


Occupational Therapists have found enameling to be the perfect 
medium of expression, it is functional as well as creative. 

This Kiln will fire any piece up to 434” in diameter and 114" 
high. We furnish a fundamental text and will answer your 
technical problems. Kiln reaches enameling temperature quick- 
ly, is sturdy and affords low-cost, trouble free operation. All 
parts easily replaceable at a nominal cost. 


FREE 
TEXT ON 
ENAMELING 


by Thomas E. Thompson. Send for 
your copy of this 40 page illustrated 
text on metal enameling. Techniques 
— tools — equipment — types of 
enameling — firing — finishes, etc. 


Silver ted metal—no -cleaning— 
. little more than copper. 


Com li f lescent colors — 
NEW effects for 


THOMAS C. THOMPSON CO. 
Deerfield Rd., Dept. 
Highland Park, Illinois 
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BRAID LEATHER LINK BELTS 


Simple—Pleasant—Relaxing 
We manufacture all our belts. 
We sell direct to you. 

All orders shipped promptly. 


You should know more about this 
worth-while product. 


Write for FREE CIRCULAR 


Anderson Leather Co. 3%,222 Devt; x. 


GENERAL ELECTRIC'S SILICON 


Bouncing Putty 


An effective medium for 
exercising the muscles of the 
hand in treatment of polio, 
cerebral palsy, stroke, spastic 
cases. Lasts indefinitely, 1s non- 
hardening, can be autoclaved 
Patients “love it” and want to 
buy it for home use. At your 
Physicians Supply Co or 


S.R.GITTENS, DISTRIBUTOR— 1620 CALLOWHILL ST., PHILA 30, PA 


FAMOUS 


SINCE 1872 


4 
LEATHER 
Meadguanters 


Your dependable source—for 
the finest quality and variety 
of leathers, craft tools, books, 
complete supplies and proj- 
ects at reasonable prices. 


OVER 82 YEARS OF SERVICE 


Chas. A. Toehe Leather Co 


4O N. 3rd St., Philadelphia 6, Pa. 


Write Dept. C 
FREE TO O.Ts 


NEW CATALOG 
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wit AYONE - crayons! 


“CRAYONEX 


DRAWING CRAYONS 


corores 


Real creative expression comes natural with 
Crayonex Crayons... these big bright color- 
ful sticks let your budding geniuses create 
their own originals with a flair and a flame 
. . . with a touch and a tempo that will 
quicken the pulse and delight the hearts 
of everyone. 


Crayonex Crayons easy working qualities 
and built-in color brilliance is matched only 
by its wide range of sizes and special 
packings. There is a selection for every age 
and need. 


Insist on the crayons with all the extras — 
ask for Crayonex by name! 


Write for our latest Crayonex Idea Sheets. — 
Dept. JA-34 


THE AMERICAN CRAYON COMPANY 
SANDUSKY OHIO NEW YORK 


COLOR THE NEXT WITH CRAYONEX! 
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Everything in Leathercraft 
for Occupational Therapy 


@ Fascinating creative activity . . . minimum of fatigue 
@ Complete stock to satisfy any interest or skill 


‘= e Careful, accurate grading plus guaranteed quality 
? materials help assure consistently excellent results 


= @ Your order shipped complete on same day received 


Leathercraft has long been recognized as a leading hobby for 
invalids and convalescents, because of the ease with which 
projects can be completed, and the sense of accomplishment 
which is gained when the attractive leather items are made. 
Even patients undergoing complete bedrest treatment can 
assemble many LARSON Kits without subjecting 
themselves to exertion beyond recommended limits. 
Whether your requirements are easy-to-assemble kits 
as introductory projects, or tooling 
leathers, tools, supplies and in- 
struction books for more advanced 
leather work, be sure to check the 
LARSON LEATHERCRAFT CAT- 
ALOG first. 


Send TODAY for your FREE 
copy of our b'g, new illus- 
trated Catalog and Guide to 
latest Leathercraft projects. 
Write Dept. 5311. 


820 S. Tripp Ave. 


Chicago 24, Til. 
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